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THE CONTROL OF MEDICAL TESTIMONY—THE MINNESOTA EXPERIMENT 


E. M. HAMMES, M.D. 
Chairman, Medical Testimony Committee 
Minnesota State Medical Association 
Saint Paul, Minnesota 


HE Minnesota State Medical Association 

feels gratified about the interest that is mani- 
fested throughout the country in our attempt 
to improve the standard of medical testimony. 
Repeated requests for information from State. 
Medical Associations have been received. The 
Minnesota State Bar Association, as well as 
the Judges of the District and Supreme Courts, 
have not only been very enthusiastic but have co- 
operated in every way, legally and otherwise. 
The Minnesota State Bar Association has a 
similar committee, and one of the judges in- 
formed me that they do not deal as gently with 
their group as we do with our State Medical 
Association members. 

The two national organizations which will 
profit most by fair and unbiased medical testi- 
mony in our courts have been vitally interested, 
namely the Association of Railway Claim Agents 
and the American Association of Insurance Com- 
panies. Both of these groups have given our 
organization nationwide publicity, by publishing 
a four-page article, “Abuses of Medical Testi- 
mony—The Minnesota Experiment,” in their re- 
The Minnesota State 
Medical Association hopes that our final results 
will warrant this generalized interest. 

If my memory serves me correctly, it was Dr. 
Joseph Collins of New York, who was asked on 


spective national journals. 


the witness stand what his specialty was and he 
replied that he was a neurologist, upon which 
the attorney said, “Dr. Collins, you are a neurol- 
ogist pure and simple.” And Dr. Collins replied 
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“very pure and quite simple.” I presume that 
this is the main reason why a neuropsychiatrist 
was appointed chairman of our Medical Testi- 
mony Committee. Notoriously, the testimony of 
a neuropsychiatrist is very pure and quite simple. 
The medical expert in neuropsychiatry has been 
subject to considerable ridicule and criticism, 
justly or otherwise, by the daily press as well as 
by the medical profession. 

Whenever we hear of “the battle of experts,” 
it invariably involves an important will litigation, 
a murder trial or a criminal case in which the 
question of insanity or mental competency is the 
outstanding issue. One might cite the Thaw 
trial in New York, the Hickman case in Cali- 
fornia, or the more recent Loeb-Leopold trial in 
Chicago. Although the expert testimony in some 
of these cases was questionable, the fact remains 
that established legal tests for psychiatric dis- 
orders, for criminal responsibility or for mental 
competency differ greatly from well-recognized 
and sound medical opinions. An individual (1) 
who has sufficient mental capacity to understand 
in a general way the extent of his property, (2) 
who knows the persons who naturally have a 
claim on his bounty, and (3) who is able to keep 
one and two in his mind long enough to form 
a rational judgment concerning them, can execute 
a will according to law, even while he is a pa- 
tient in an institution for the insane. The writer, 
while testifying in court, stated that the person 
under investigation was normal from the legal 
standpoint, and on cross-examination had to admit 
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that she had an intelligence quotient of 70, and 
was feeble-minded. In criminal trials, the prob- 
lem is frequently more complicated, the violence 
done to justice more impressive, and the in- 
dividual’s liberty or even his life may depend 
on the testimony of the expert. The knowledge 
of right and wrong test, the irresistible impulse 
and the mental responsibility are important fac- 
tors that are involved. Here again the legal con- 
ception is at great variance with psychiatric opin- 
ion. Prominent psychiatrists like William White 
and legal minds like Benjamin Cardozo have 
pointed out the unscientific character of these 
tests. Frequently well-trained physicians have 
refused to participate in criminal trials because 
medical opinions do not conform with well-estab- 
lished legal facts. 


The American Psychiatric Association, in con- 
junction with the American Bar Association and 
the National Crime Commission, on several oc- 
casions have attempted to bring about some clari- 
fication in this psychiatric-legal chaos, and also 
to regulate expert testimony, but without much 
appreciable success. 


Some of these problems encountered in medi- 
cal testimony, where the opinions can be diametri- 
cally opposite and still honest, are pointed out, 
not to defend either medical expert but to em- 
phasize some of the difficulties that a medical 
testimony committee encounters in evaluating the 
evidence presented to them. 


Legislative measures have been suggested to 
regulate expert testimony. In 1926 the House of 
Delegates of the American Medical Association 
adopted certain resolutions recognizing the urgent 
need for such remedial legislation and such change 
in court procedure as will correct the abuse of 
expert opinion evidence and approving the ef- 
forts of the various bar and medical associations. 
The House of Delegates also endorsed the prin- 
ciple that in civil and criminal cases the court 
may appoint expert medical witnesses who shall 
be paid out of public funds, and who may 
furnish a written report. The main objection 
to this proposed resolution was that the jury 
frequently would be confronted by three con- 
flicting opinions instead of two as under our 
present system. Furthermore, grave injustice 
might be done if the jury were influenced by the 
fact that the court (supposedly non-partisan) had 
appointed one group of experts and therefore 
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gave more consideration to that group than to 
either of the other groups. 

In a memorandum relative to “Legislation pro- 
posed for the better regulation of expert testi- 
mony,” Dr. William C. Woodward, Director of 
the Bureau of Legal Medicine and Legislation, 
in the Journal of the American Medical Associa- 
tion, October 13, 1932, stated that the matter of 
expert testimony’ continues to arouse interest 
but that the interest aroused ends in discussion. 
He places the entire responsibility of our present 
situation on the lawyer who introduces an incom- 
petent or dishonest expert witness, and on the 
judge who permits any person to testify as an 
expert witness, without having definitely deter- 
mined, either from his own knowledge or through 
evidence offered, that the proffered witness has 
the proper qualifications. He furthermore states 
“No one ever saw an ignorant, incompetent or 
crooked expert clamoring at the door of the 
courtroom for admission to the witness stand 
as a witness. The lawyers put them there.” 
Woodward suggests that “the first remedy that 
should be applied, then, to correct existing con- 
ditions, is to compel judges to pass properly on 
the qualifications of proffered expert witnesses, 
and to compel lawyers to refrain from proffering 
as expert witnesses persons who are not experts 
or who are venal.” Although this is an excellent 
suggestion and would develop an ideal situation, 
it is my opinion that human nature even in law- 
yers is such that it will not prove successful or 
practical. 

The most progressive and effective law aimed 
at the abuse of psychiatric expert testimony is 
the so-called “Briggs Law” of Massachusetts, 
which has been in effect since 1921. Under this 
procedure all persons indicted for a capital of- 
fense and all persons indicted or bound over to 
the grand jury, who have previously been con- 
victed of a felony or indicted more than once 
for any offense, are reported to the Department 
of Mental Diseases of Massachusetts for exam- 
ination. The psychiatric examiners are selected 
by an official medical body, the examination is 
usually made before the trial and the report is 
accessible to the Court, to the District Attorney, 
to the counsel for the defendant and to the pro- 
bation officer. In the fourteen-year period ending 
in 1935 Dr. Winfred Overholser reported that 
5,159 individuals were examined, of whom 760, 
or 14.7 per cent, were found to be definitely 
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insane, were recommended for observation in a 
mental hospital, or were mentally defective or 
suffered from other mental abnormalities. 
California, Ohio, Rhode Island and Wisconsin 
have statutes that provide that in criminal cases 
the court may appoint experts to investigate and 
to testify as to the sanity of the defendant at 
the time of the commission of the alleged offense. 
In an attempt to eliminate the evils of bias and 
partisanship in expert testimony, the National 
Conference of Commissioners on Uniform State 
Laws in 1937 prepared the Uniform Expert Tes- 
timony Act. This act authorizes the Court to 
select and summon expert witnesses in civil and 
criminal cases; it provides for conferences and 
joint reports of these witnesses, for their personal 
examination of the subject matter of the contro- 
versy and for the removal of the objectionable 
features in the hypothetical question. Undoubt- 
edly these measures have in part, at least, lessened 
some of the evils of expert testimony and in many 
instances have eliminated the “battle of experts.” 


The Minnesota State Medical Association has 
attempted to approach this problem from an en- 
tirely different angle. We in Minnesota are 
somewhat in accord with Lloyd Paul Stryker, 
who said in his concluding remarks (New York 
State Journal of Medicine, March 1928) that 
“Legislation of the kind proposed might help, but 
the real remedy for existing evils lies in the bet- 
ter development of conscience on the part of 
those who now, for pay, express opinions in 
which they do not honestly believe, or who for 
hire advance unfounded or disproven theories in 
an effort to thwart justice. This remedy—the de- 
velopment of conscience—could best be made ef- 
fective through the suggestion of Judge Willard 
Bartlett: the adoption of an amendment to the 
doctors’ principles of ethical conduct, specifically 
and in clear terms condemning as unprofessional 
those practices which our enlightened lay and sci- 
entific opinion agree in condemning as improper 
and unworthy.” If this remedy were utilized by 
both the legal and the medical professions justice 
would indeed be well served in the courts of this 
country. 


The Minnesota Plan* 
What is the Minnesota plan? In July, 1940, 
Dr. B. T. Adams, president of the Minnesota 


*The part of this paper pertaining to “The Minnesota Plan’”’ 
was published in the Journal of the American Medical Associa- 
tion, p. 857, March 13, 1943. 
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State Medical Association, called a joint meeting 
of some members of our Association and of the 
Minnesota State Bar Association, to discuss the 
problem of unethical expert medical testimony. 
At that time it was felt that attempted legislative 
measures had improved but not solved the prob- 
lem. A committee was appointed by the president 
with the approval of the Council of the Minnesota 
State Medical Association. The committee was 
empowered to review those court cases in which 
medical testimony appeared to the Court or to 
the attorneys or to some physicians to have been 
so contradictory as to indicate that one or more 
of the medical witnesses appeared to be conscious- 
ly deviating from the truth. The medical testi- 
mony under scrutiny was not to be confined to 
any particular type of legislation nor to any par- 
ticular court. It included all civil, criminal and 
personal injury cases and all cases tried before 
the Industrial Commission. The Committee on 
Medical Testimony consisted of six members rep- 
resenting the various sections of the state. At 
their first meeting they determined the following 
policy : 


1. That the judge or attorney or accusing phy- 
sician must submit in writing a brief statement 
to the committee, giving the name of the physi- 
cian to be investigated and also the names of the 
principals of the trial, in order that a transcript 
of the entire testimony can be obtained. 


2. That a transcript of the entire testimony 
of the case in question must be obtained and 


placed at the disposal of our committee. Only 
by this method will the committee be able to ob- 
tain a true knowledge of all the facts and assist 
them to arrive at an unbiased and just opinion. 

3. To assist the committee, members of the 
State Association in the various specialties must 
be willing to appear before the committee when 
requested to do so and express their opinion re- 
garding the testimony in question. 

Repeated complaints about medical testimony 
have been reported to the members of the com- 
mittee but the accusing physicians or attorneys 
were not willing to submit them in writing be- 
cause of possible embarrassment. To obviate 
this, the committee decided, in 1943, to keep the 
name of the accusing individual confidential. 

The expense incurred to obtain a transcript of 
a three-day trial in District Court is approximate- 
ly $100.00. In the Industrial Commission a sim- 
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ilar transcript will cost about $75.00. The Council 
of our State Medical Association has approved 
these expenditures. The committee has deemed 
it advisable to ask three outstanding specialists in 
the question involved to assist the committee in 
the investigation of a case. Their willing co- 
operation, sound judgment and unbiased advice 
have materially lessened the responsibilities of our 
committee. We also have the assistance of our 
State Medical Association attorney, to avoid any 
possible legal complications. Our committee has 
no disciplinary or judiciary power. In cases where 
the testimony was of a mildly questionable charac- 
ter, more due to ignorance or overenthusiasm, the 
committee deemed it advisable to have one of its 
members discuss the problem with the accused 
physician and point out his delinquencies. This 
has proven very satisfactory. In cases of a fla- 
grant character, our committee submits a complete 
report, with the transcript, to the State Board of 
Medical Examiners. This Board has judiciary 
power and can suspend or revoke the offending 
physician’s license. The late Associate Justice 
Royal A. Stone of the Minnesota Supreme Court 
suggested that this new plan should be given 
state-wide publicity. Articles were published in 
the leading newspapers and news _ services 
throughout the state. Editorials have appeared 
frequently in our State Medical Journal. A 
detailed outline of this new undertaking was sent 
to every member of the State Medical Association 
and to every judge in the courts of our state. 
It was felt that the existence of such a commit- 
tee would have a beneficial effect on the few 
medical men in our state who needed some guid- 
ance in their expert medical testimony. 

During the first three years, our committee re- 
ceived numerous complaints regarding medical 
expert testimony in our courts. Some were found 
unwarranted. The most satisfactory result noted 
is that during 1943 only one request was made to 
any member of our committee to investigate the 
testimony of any medical witness. This, to say 
the least, was very encouraging. Two cases of 
such a serious nature were investigated by our 
committee that the matter was referred to the 


Minnesota State Board of Medical Examiners, 
where proper disciplinary measures were taken, 
Both of these cases were referred to our commit- 
tee by physicians from other states and not by 
members of our own State Medical Association. 
Members of our own Medical Association and 
also of our State Bar Association are still very 
reluctant to report in writing the complaints about 
questionable medical testimony. They will dis- 
cuss them with some member of our committee, 
but when asked to submit them in writing they 
are unwilling to do so. Unless there will be more 
concrete co-operation one has to assume that the 
members of our state medical and state bar asso- 
ciations as well as the Medical Testimony Commit- 
tee approve of such questionable expert medical 
testimony. 

J. W. Holloway, Jr., Director of the Bureau of 
Legal Medicine and Legislation of the American 
Medical Association, pointed out to Morris B. 
Mitchell, Chairman of the Committee of the Judi- 
cial Council of the Minnesota State Bar Associa- 
tion, that unless consideration be given to the 
crooked lawyer as well as the crooked medical ex- 
pert, very little could be anticipated from this pro- 
gram. He proposed, to get down to the roots of 
the evil, that the Bar Association appoint a com- 
mittee to which could be referred all cases that are 
called to the attention of the medical committee, 
with the idea in mind that if it be found that the 
attorney who proffered the suspected testimony 
did so with a knowledge of its falsity then he 
should be disciplined along with the medical ex- 
pert witness. 

The Minnesota State and_the local Bar Asso- 
ciations have committees to which our commit- 
tee can refer any questionable case for investi- 
gation and disciplinary action. The judges of the 
Supreme and District Courts, as well as the mem- 
bers of the Bar Association, have been very co- 
operative and our committee greatly appre- 
ciates their assistance. 

This program of the committee has been out- 
lined in detail because of the many requests we 
have received regarding its inception and method 
of functioning. 
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OBSERVATIONS ON CHEMOTHERAPY 


WESLEY W. SPINE, M.D. 
Associate Professor of Medicine 
University of Minnesota Medical School 
Minneapolis, Minnesota 


HE outstanding advancements concerning the 

use of the sulfonamides and other antibiotic 
agents in the therapy of infectious diseases have 
been presented to you today. There remains no 
doubt that the introduction of the sulfonamides 
into medical practice constitutes one of the great- 
est achievements in modern medical history. 
While the discovery of penicillin has been fol- 
lowed by dramatic results in the therapy of in- 
fectious diseases, a word of caution is necessary 
as more penicillin becomes available for civilian 
use. The enthusiasm of the laity and many phy- 
sicians for penicillin has been associated with the 
impression that the sulfonamides will be rele- 
gated to the background, and their useful ap- 
plication in clinical medicine will be sharply cur- 
tailed. On the contrary, as has been pointed out 
already, and will be re-emphasized shortly, peni- 
cillin has very definite therapeutic limitations, and 
the sulfonamides still occupy a very respected 
place in the control of infectious diseases. 

It is desired at this point to clarify one or two 
aspects of sulfonamide therapy. First of all, a 
brief discussion of the prophylactic use of the 
sulfonamides is in order. It is still common 
practice to utilize the drugs not for the treat- 
ment of a clearly defined infection, but to em- 
ploy them for the prevention of disease. Some 
of this practice has decided merit, but the ease 
with which these compounds may be obtained and 
administered has given rise to an illogical and 
even dangerous form of medical practice. I still 
am opposed to the routine use of the sulfonamides 
as a prophylactic measure in individuals with an 
acute upper respiratory infection such as the 
common cold. The market is now flooded with 
preparations of one of the sulfonamides suspended 
in solutions designated for applying to the naso- 
pharynx. Convincing evidence that such a proce- 
dure is of value in the therapy of upper respira- 
tory infections, and even in sinusitis, is lacking. 
On the other hand, a physician is justified in pre- 


Presented at the Symposium on Chemotherapy at the Annual 
Meeting of the Minnesota State Medical Association, April 15, 
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scribing one of the sulfonamides for oral inges- 
tion when an individual with either an acquired 
or congenital cardiac lesion is suffering from an 
acute upper respiratory infection. A transient 
bacteremia in such an instance may be controlled, 
thus preventing the development of bacterial endo- 
carditis. It has now been established in several 
clinics in this country that the daily administra- 
tion of small doses of one of the sulfonamides, 
such as sulfanilamide or sulfadiazine, to children 
who have had one or more attacks of acute rheu- 
matic fever will significantly reduce the attack 
rate of this disease in the treated children, as 
compared to untreated control groups. The drug 
is given continuously during those months when 
upper respiratory infections are prevalent. It 
would appear that this type of therapy prevents 
the establishment of an infection, probably of 
hemolytic streptococcus origin, which often pre- 
cedes a recurrent attack of rheumatic fever. The 
possible danger of sensitizing a child to the sul- 
fonamides must be borne in mind, but if such 
a step will offer some degree of protection to 
children against a recurrent attack of rheumatic 
fever, such medication is warranted. Epidemic 
meningococcic menigitis has also been brought 
under control by offering a sulfonamide to nor- 
mal contacts. Apparently sulfonamide treatment 
with reasonable doses has eradicated meningo- 
cocci from the pharynx of carriers. The sulfona- 
mides have been of some value in controlling 
epidemics of hemolytic streptococcic infections. 
The hemolytic streptococcus is not eliminated 
from the throats of carriers in this manner. It has 
been stated that such drugs as sulfaguanidine or 
sulfasuxidine should be given for several days 
to patients who are to undergo elective colonic 
surgery. It is argued that the bacterial count in 
the colon is reduced in this manner and that if 
contamination of the peritoneal cavity does occur, 
there is less danger of peritonitis ensuing. Dr. 
Owen H. Wangensteen does not subscribe to this 
practice. I have observed a patient who devel- 
oped drug fever and a dermatitis on the scheduled 
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day of operation following the administration of 
sulfaguanidine for five days. 

Intensive investigations, stimulated by the prob- 
lems of warfare, have been concerned with the 
local use of the sulfonamides in the prophylactic 
and therapeutic management of clean surgical in- 
cisions ; contaminated traumatic wounds ; infected 
wounds, and infections of the body cavities ; and 
burns. Following an initial stage of enthusiasm, 
the pendulum appears to be swinging back to a 
more conservative point of view. The drugs most 
widely used for local application to tissues are 
sulfanilamide and sulfathiazole. While some sur- 
geons still dust sulfonamide crystals routinely into 
clean surgical incisions as a prophylactic meas- 
ure, this procedure has never been adopted by 
many competent surgeons, and it is being aban- 
doned by others. This also applies to many types 
of traumatic wounds, although it is maintained 
that the incidence of infected tissue is reduced by 
this practice. Many authorities express the belief, 
and not without justification, that prophylactic 
therapy in the case of contaminated traumatic 
wounds, is best carried out by systemic sulfona- 
mide therapy; that is, instead of applying the 
compounds locally, the drugs are given parenter- 
ally or orally. For this purpose, sulfadiazine is 
commonly employed, and in some instances, sulfa- 
thiazole. When one approaches the problem of 
treating infected tissue by the local application 
of one of the sulfonamides, here again, consider- 
able controversy ensues. One school of thought 
maintains that the infection may be best con- 
trolled by systemic medication, thus providing a 
bacteriostatic agent from the blood to the tissues. 
Other groups utilize a combination of local ther- 
apy along with systemic administration of a sul- 
fonamide. Since the object of therapy in any 
localized infection is to prevent a spread to ad- 
jacent tissues or through the blood stream, ade- 
quate oral or parenteral sulfonamide therapy has 
much in its favor. The too liberal use of a crys- 
talline compound locally may actually retard heal- 
ing, and in not a few instances may provoke a 
local hypersensitive type of tissue reaction to the 
compound, particularly if sulfathiazole is used. 
It is of interest that in the management of burns, 
the present tendency is to utilize locally a bland 
ointment with pressure bandages and to employ 
the sulfonamides systemically for prophylactic 
and therapeutic purposes. In brief, local sulfona- 
mide therapy is still advocated for certain specific 
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purposes, but the indications for this procedure 
are being more restricted, and systemic medica- 
tion is being more widely advocated. 

It would appear that with larger supplies of 
penicillin now available more of the material will 
be directed for use in civilian life. As has been 
related to you, several types of severe infections 
may be controlled and completely eradicated by 
therapy with penicillin, whereas many failures 
have been recorded following the use of the 
sulfonamides. The virtue of penicillin is that 
it is highly specific for certain species of micro- 
organisms and the drug possesses a low degree 
of toxicity for the human organism. On -the 
other hand, the specific antibacterial action of 
penicillin provides one serious problem that phy- 
sicians must be prepared to meet, and that is 
they must make every effort to determine the 
bacteriological cause of an infection before sub- 
jecting patients to therapy with penicillin. Even 
at the present time, only too often, physicians 
will attempt therapy with one of the sulfona- 
mides, and meeting with failure, will turn hope- 
fully to penicillin, and again, the patients will 
fail to improve, mainly because the invading 
micro-organism is not sensitive to the action of 
penicillin. 

Physicians must also be prepared to antici- 
pate therapeutic failures even in those instances 
where the etiological agent is known to be among 
the group responding to penicillin activity. This 
failure may be due, in part, to the use of inade- 
quate doses of penicillin. We are convinced 
from our experience at the University Hospitals 
that some of the recommended dosage schedules 
are definitely inadequate. It is highly desirable 
in the treatment of a condition like staphylococcic 
bacteremia to use large doses, not only in an at- 
tempt to control the bacteremia, but also to erad- 
icate any metastatic lesions. Indeed, we have 
had what we considered as therapeutic successes 
only to have a latent metastatic focus flare up 
many months later. There is experimental and 
clinical evidence at hand which would indicate 
that it may be more advantageous to treat some 
types of bacterial infections with a combination 
of penicillin and a sulfonamide. This applies 
especially to staphylococcic sepsis where penicil- 
lin and sulfathiazole may be successfully admin- 
istered. This thesis is logical since the two anti- 
bacterial agents each have an independent action 
upon bacterial metabolism. This combination has 
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also been successfully employed in the therapy 
of mixed types of bacterial infection, where the 
sulfonamide is active against some species of 
micro-organisms, and penicillin is without effect. 

Physicians must recognize that therapy with 
penicillin consists of much more than merely in- 
jecting an active antibacterial preparation into 
patients at periodic intervals. Many serious prob- 
lems will arise during the course of therapy, not 
encountered before. Patients whose doom would 
have been sealed before the advent of penicillin 
will respond to this material, but recovery will 


be incomplete until metastatic foci are eliminat- 
ed. This means meticulous clinical observations 
and prompt surgical intervention. We would 
recommend that every large hospital should have 
a penicillin team whose duty is to supervise and 
carry out treatment in every patient receiving the 
drug. This is in line with the suggestion of the 
Stanford group in San Francisco and our ex- 
perience at the University Hospitals. In this 
way, the experience of a group will crystallize 
a more intelligent and successful application of 
this new type of therapy. 





CHOLECYSTODUODENAL FISTULA 
Report of Case 


E. W. MINTY, M.D. 
Duluth, Minnesota 


wee to judge from the literature, internal 

biliary fistulae are not surgical curiosities, 
for the average general surgeon they are very 
uncommon occurrences. Because of this, he is apt 
to dismiss the condition from his mind, and will 
thus fail to recognize such a case when confronted 
with it. 

The purpose of this paper is to briefly review 
cholecystoduodenal fistula, and to present a case 
which illustrates most of the difficulties likely to 
be encountered in making a differential diagnosis 
in the presence of intra-abdominal disease, espe- 
cially cholecystitis and its complications. 


Incidence.—The true incidence of this condi- 
tion is difficult to determine from the literature. 
Judd and Burden in reporting 153 cases of inter- 
nal biliary fistulae, found that 117 of them were 
cholecystoduodenal and four were both cholecys- 
toduodenal and cholecystocolic. 

Dean of the University of Iowa in reporting 
twenty-nine cases of spontaneous internal biliary 
fistulae, found twenty-four of them to be chole- 
cystoduodenal. Many reports show a few cases 
out of several thousand autopsies. Isolated re- 
ports of one or two cases are reported by various 
authors. Many of the cases are found at the time 
of operation. Eliason and Stevens report five 
cases, one diagnosed preoperatively, found among 
the 15,677 operative cases on Surgical Section A 
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in the Hospital of the University of Pennsylvania 
from September, 1922, to September, 1939. The 
true incidence cannot be definitely established un- 
til a fairly large series of cases are tabulated. The 
incidence also varies in different localities. In 
localities where surgeons are removing gall blad- 
ders containing stones, the occurrence of chole- 
cystoduodenal fistulae is going to be very rare, as 
will be discussed later. 

Reports of gallstone ileus have appeared in re- 
cent literature in increasing numbers, but reports 
have been usually limited to one or two cases. It 
is generally conceded by most authors that chole- 
cystoduodenal fistulae are the most frequent of 
all the internal biliary fistulae. 


Etiology and Pathogenesis.—Cholecystoduode- 
nal fistula is an attempt by nature to deal with a 
complication of chronic cholecystic disease, chole- 
lithiasis, or one of its complications. Nature at- 
tempts to drain the chronically infected gall 
bladder and remove the irritating gallstone. Thus 
it occurs as a late complication and therefore 
would be expected in elderly individuals. It 
usually occurs in persons past fifty years of 
age. Isolated cases have been reported in indi- 
viduals as young as twenty-eight years, a few in 
the forties. The incidence is about 3 to 1 in wom- 
en, which is the relative occurrence of chronic 
cholecystitis with cholelithiasis, as compared to 
men. 
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Practically all internal biliary fistulae are 
caused by cholelithiasis, either single or multiple. 
A few cases are due to malignancy of the gastro- 
intestinal tract and as a complication of chronic 
peptic ulcers. Fistulae have occurred as a surgi- 
cal complication. The single metabolic or choles- 
terol stone, which may become quite large, seems 
to be chiefly involved. Multiple facetted stones 
due to infection and composed of cholesterol, bile 
pigment and calcium salts, may be the etiological 
factor in that they produce cystic duct obstruction 
with the resulting empyema, gangrene and rup- 
ture of the gall bladder. The abscess formation 
involves adjacent organs and the resulting inflam- 
matory necrosis produces the fistula. The large 
cholesterol stones produce another type of path- 
ogenesis in that they produce a destruction of the 
chronically infected gall-bladder mucosa, and 
stimulate fibrotic changes in the gall-bladder wall. 
As this sclerotic process continues, the shrinking 
forces the stone into the more patent fundus of 
the gall bladder. The inflammation produces ad- 
hesions to adjacent viscera. The pressure necro- 
sis and sclerosis continues, and the stone is forced 
into the adjacent organ by the constant shrinking 
of the sclerotic tissues. Thus the fistula is 
formed. 


Sym ptomatology.—The symptoms produced by 
the formation of cholecystoduodenal fistula are 
those of nonfistulous acute or chronic cholecys- 
titis. There may be a long-standing history of 
cholecystic disease, or there may be no symptoms 
suggestive of biliary tract disease. The single 
cholesterol stones are usually symptomless. The 
sclerotic gall bladders which they produce are 
usually nonfunctioning, and if the infection is not 
acute, very few symptoms will be referable to 
the gall bladder. Some cases simulate peptic or 
duodenal ulcer in their history and findings. The 
patient may experience an acute attack of chole- 
cystitis, and suddenly obtain relief from pain 
when the stone passes through the fistula into the 
lumen of the duodenum. After the fistula forms, 
most of the findings are those of the complica- 
tions of the fistula. If a cholangitis or hepatitis 
develops as a complication of the fistula, chilis 
and fever will be the chief findings. Bear this in 
mind when considering an acute cholecystitis with 
empyema. Jaundice may develop, depending upon 
the patency of the common duct. Acute pancre- 
atitis also may occur secondary to the cholangitis. 
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Diagnosis.—Thus it is readily understandable 
why the diagnosis of cholecystoduodenal fistula is 
difficult to make, and is rarely made pre-opera- 
tively. Because of the age of-the patient one is 
prone to eliminate procedures which might be 
helpful, because there are usually coexisting con- 
ditions that contraindicate exhaustive studies. 
The pre-operative diagnosis depends upon: 


1. Finding the fistula by roentgen studies of 
the digestive tract. 

(2) The passage of a gallstone by rectum 
which is too large to have passed through the 
ampula of vater. 

3. By finding a radio opaque stone in the 
bowel with obstructive findings in the roentgeno- 
gram. 

Barium filling of the stomach with the visuali- 
zation of the fistula and biliary tree, is positive 
proof of the fistula being present. Air in the bil- 
iary tree on the roentgenogram is also diagnostic. 
Barium in the biliary ducts without showing the 
fistula, is not diagnostic, as many roentgenologists 
have experienced this condition in normal gastro- 
intestinal studies, in which the barium has passed 
into the common bile duct. In a few of these 
cases the barium passes through the duodenum so 
rapidly that the fistula is not visualized, and only 
air in the bile ducts will point to the diagnosis. 

The diagnosis of cholecystoduodenal fistula is 
usually made at the autopsy table or at the time 
of operation for one of its complications. As 
from 1 to 2 per cent of all bowel obstructions 
are due to gall stones, most fistulae are discovered 
at the time of operation for obstruction. As gall- 
stone ileus carries a mortality as high as 50 per 
cent in these elderly people, the author feels that 
more effort should be made to diagnose gall- 
bladder disease before this complication occurs. 


Treatment.—The preventive treatment of this 
condition is to remove chronically infected gall 
bladders containing stones as early as possible, 
especially those gall bladders containing large sin- 
gle stones. Not all these cases are apt to de- 
velop cholecystoduodenal fistula, but if the patient 
is having symptoms of acute cholecystic disease, 
and has evidence of a nonfunctioning gall bladder 
with stones after roentgen studies, it is my opin- 
ion that if the patient’s condition will permit op- 
erative procedures, preventive cholecystectomy is 
advisable. An infected gall bladder is certainly a 
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menace to health, and stones present add to the 
likelihood of subsequent complications develop- 
ing. The older the patient becomes, the more dan- 
gerous these complications. 


The surgical treatment of cholecystoduodenal 
fistula centers about the treatment of the compli- 
cations. The principles involved depend upon the 
condition that exists at the time of operation. All 
gall stones should be removed whether they be 
in the bowel, or in the bile ducts. The one ex- 
ception is that of the stone which has passed into 
the colon, and is not too large to pass freely by 
rectum. A search should be made for other 
stones, particularly if the stone found is facetted, 
as these stones are usually multiple, and if one is 
overlooked, recurrence of bowel obstruction is 
likely. One should determine the site of the 
fistula before closure of the abdomen. 


The question then arises, what to do with the 
fistula? The answer to this question depends 
upon its location, and as to whether cholangitis, 
hepatitis, or pancreatitis is present, or likely to 
occur. If a cholecytocolic fistula is coexistant 
with the cholecystoduodenal fistula, cholangitis, if 
not already present, is very likely to occur if the 
fistula is not closed. The existence of remaining 
stones in the gall bladder may indicate taking 
down the fistula and a cholecystectomy. Most 
surgeons are aware of the dangers involved in 
closure of the duodenum, namely, failure to heal 
because of the close proximity to the pancreatic 
juices with the formation of duodenal sinuses and 
duodenal stenosis. 


As the duodenal content is relatively sterile, 
cholangitis is not likely to occur, and if not pres- 
ent at the time of operation, this can be consid- 
ered a minimal subsequent possibility. The gall 
bladder is usually obliterated by sclerotic tissue, 
and becomes a sclerotic sinus after the stone is 
extruded into the duodenum. Because of this 
fact, the shrinking that will take place will ulti- 
mately close the lumen, and the gall bladder be- 
comes a fibrotic band of scar tissue, if the com- 
mon duct remains patent. Cases studied at autop- 
sy bear out this fact. Also the examination of 
the lumen of the fistula shows considerable shrink- 
age, as compared to the diameter of the extrud- 
ed stone found at operation. Therefore, if chol- 
angitis is not present, the fistula should be left 
intact, rather than run the risk of submitting the 
patient to an external duodenal sinus, or stricture 
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by taking down the fistula. Nature can remedy 
the situation much better and more safely. 


If it is necessary to take down the fistula, the 
duodenum is closed by reinforced purse-string 
suture, or a linear suture, care being taken to pre- 
vent stricture of the duodenum. If stricture of 
the duodenum is likely to occur, a gastroenter- 
ostomy is indicated. Remove the gall bladder, and 
if cholangitis, or one of its complications is pres- 
ent, explore and drain the common duct. The 
taking down of the fistula will be difficult, be- 
cause of dense adhesions and sclerotic tissue pres- 
ent, and the closure of the duodenum will call 
for considerable ingenuity. Remember, one is 
dealing with an aged person, and only minimal 
operation procedures are indicated. 


Case Report 


Mrs. W. H. S., aged sixty-two, was first seen in Feb- 
ruary, 1941, at which time she was complaining of 
distress after eating, chiefly eructation of gas and a 
feeling of bloating. She stated that in 1939 she had an 
operation for a ruptured gall bladder. All that was done 
at the operation was to drain the abscess. The gall 
bladder was not removed nor were any stones found. 
She states that at that time she had a very stormy 
convalescence with much nausea and emesis. Also she 
developed phlebitis in her left leg, and this prolonged 
her hospital stay. 


Also in the past history was the story of frequent 
migraine type of headaches which she had had since 
her early twenties and that these persisted until 1927 at 
which time she was cured by three chiropractic treat- 
ments. She had malaria and yellow fever as a child. 
She had an attack of jaundice in 1938, which lasted two 
or three days only. Her climacteric occurred at fifty-five. 
She has had five children all living and well. 

Examination disclosed a moderately obese elderly 
woman. Her general condition was good and normal 
findings predominated except for a moderate sized lump 
in the left breast which she stated had been present 
for thirty-five years, an upper right rectus scar con- 
taining a ventral hernia in the upper half measuring 
about three inches in diameter which was not tender. 
She had some tenderness on deep pressure in the gall- 
bladder region but no rigidity. 

It was my impression at that time that she had a 
chronic cholecystitis and a very definite tendency toward 
neurasthenia. She was instructed to decrease the fats 
in her diet and was given bile salts. She was seen at 
varying intervals and seemed to be much improved on 
this therapy. 

The patient later came in on January 11, 1943, at 
which time she was much perturbed regarding the lump 
in her left breast. It seems that a dear friend had re- 
cently expired from a malignancy of the breast. The 
mass was about the same size as at the previous exam- 
ination. I advised her to have the tumor removed for 
biopsy. This she consented to have done in a week or 
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so. On January 17, 1943, she consulted another physi- 
cian regarding the mass and he likewise advised biopsy. 
That evening she took suddenly ill and vomited all that 
night and had pain in the right hypochondrium of sud- 
den onset. 


has subsided, was that something was closing her stom- 
ach and nothing would go by it. After seven days my 
impression centered more and more on the pylorospasm 
due to neurasthenia and cancerphobia. However, she 
was losing ground rapidly and was becoming very weak 





Fig. 1. X-ray taken prior to surgery showing barium in the bile ducts, stomach and duode- 
num demonstrating the large gallstone partially obstructing the first portion of the duodenum. 


Cholecystoduodenal fistula is clearly visualized. 


She was admitted to the hospital on January 18, 1943. 
She was constantly nauseated and vomited frequently. 
Her temperature, pulse and respiration were 98, 68 and 
16, respectively. Examination disclosed some tenderness 
in the right upper quadrant of the abdomen with no 
rigidity and a blood pressure of 180/100, white blood 
cells 12,000. Otherwise the findings were normal. At 
that time it was my impression that the following diag- 
noses should be considered: (1) a gall-bladder attack in 
view of the past history; (2) pylorospasm resulting 
from neuresthenia and cancerphobia; (3) intestinal ob- 
struction. 


For the next several days the nausea and emesis per- 
sisted. Wangenstein suction was attempted several times 
but she became very unco-operative in this regard and 
persisted in pulling out the tube. It seemed to give her 
very little if any relief. The vomitus was always green- 
ish and copious in amounts. She always obtained tem- 
porary relief after vomiting. All medicines given to 
stop the emesis were to no avail. Morphine, H.M.C.s, 
atropine and belladonna were of only temporary benefit. 
Sedatives produced no response whatever. During this 
time the bowels contained fecal material and moved 
normally or with enemas. There was no abdominal dis- 
tension or cramping pain. Her chief complaint a day 
or two after admittance, after the gall-bladder pain 
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See figure 3 for anatomical legend. 


and listless from the constant vomiting in spite of sup- 
portive measures. 

On January 25, an internist was called in consulta- 
tion. After his examination it was his opinion that we 
were dealing probably with a pylorospasm or an upper 
abdominal obstruction and advised that the obstruction 
should be ruled out. His impression was much the same 
as mine regarding the neurasthenic tendency of this in- 
dividual but the’ weakness was too alarming to make a 
definite diagnosis of a hysterical condition, safe. 

On January 26, it was decided to definitely rule out 
an obstruction. Believing that a pylorospasm was pres- 
ent I ordered a flat scout film of the abdomen to be 
followed by barium by mouth. The order for some 
reason was not carried out and the barium was given. 
Figure 1 shows the result obtained. In this roentgen- 
ogram the entire biliary tree is clearly outlined. The 
stone is located in the first portion of the duodenum and 
the fistula is seen as well as the contracted gall bladder 
and the bile ducts. No shadows suggesting stones are 
present in the ducts. Three pictures taken at short 
intervals show approximately the same condition. Thus 
the diagnosis was definite and operation was advised 
immediately. 

On the afternoon of January 26 an incision was made 
in the right upper abdomen, dissecting out the previous 
scar. Thick dense adhesions were encountered in the 
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gall-bladder region and the pyloric end of the stomach. 
3y sharp dissection these were freed and the stomach 
and duodenum identified. The stone could be easily 
palpated. It was free and with very little difficulty was 
passed into the stomach. A small gastrotomy was done 





Fig. 2. Large cholesterol stone removed from Mrs. 
W. H. S. Stone is 42 mm. by 28 mm. 


and the stone removed. After closing the gastrotomy, 
the gall bladder and fistula were explored. No evidence 
of an acute inflammatory condition existed. Exami- 
nation of the ducts showed the common duct to be 
slightly enlarged but no stones could be palpated. Be- 
cause the roentgenogram did not show anything indic- 
ative of stones the common duct was not explored fur- 
ther. The gall bladder was a sclerotic tube about the 
size of the little finger and funneled out to about three- 
fourths of an inch at its junction with the duodenum. 
Because of the dense adhesions and sclerotic tissue 
present the lumen of the fistula could not be palpated. 

The abdomen was closed without drainage and the 
ventral hernia repaired after excising the sac. Conval- 
escence was uneventful in every respect except that on 
the eighth postoperative day she had a small stitch ab- 
scess. The patient was dismissed on the nineteenth post- 
operative day. She had recovered from her weakness, 
had gained in weight and was quite cheerful. She has 
been seen on several visits to the office and her only 
complaint seems to be easy fatigability on exertion. Her 
general health is good with no return of digestive dis- 
turbances. 

Interesting to note, eight months later this patient de- 
veloped an adenocarcinoma of the left breast with 
bleeding from the nipple, not associated with the fi- 
broadenoma previously mentioned, requiring a radical 
mastectomy and excision of glands in the axilla. 

Comment.—The giving of barium by mouth in a sus- 
pected obstruction was in this case a fortunate mis- 
take. Generally it is conceded that this is definitely con- 
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traindicated. However, we had watched this patient for 
seven days and no signs or symptoms had developed 
indicating complete bowel obstruction and we were con- 
fident that the partial obstruction was high in the in- 
testinal tract. Had the flat scout film been taken I doubt 
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Fig. 3. Cholecystoduodenal fistula. Diagram of x-ray. 


if the condition would have been diagnosed, as the 
stone was not radiopaque, though it is possible air 
would have been seen in the biliary ducts. 

Subsequent recovery bore out the inadvisability of 
prolonging the operation in a debilitated patient by at- 
tempting to close the fistula and doing a cholecystectomy. 
The repair of the ventral hernia was a matter to be 
taken into consideration for it consumed more time 
than the exploration and gastrostomy. 


Summary and Conclusions 


1. A brief résumé of the available literature 
on the incidence, pathogenesis, symptomatology, 
diagnosis and treatment of cholecystoduodenal fis- 
tula has been presented. 

2. A case is reported illustrating the salient 
points of this condition. 

3. All persons with chronic cholecystitis with 
cholelithiasis should be operated upon early be- 
fore complications have developed. The stones 
themselves indicate that complications of chronic 
infection are occurring in the gall bladder and bil- 
iary tracts. Early cholecystectomy is the only pro- 
phylactic treatment for the prevention of the se- 
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rious complications of internal biliary fistulae in 
elderly people, with its resulting high mortality. 

4. This condition and its complications should 
be kept constantly in mind in the differential diag- 
nosis of intra-abdominal conditions arising in 
elderly people. 
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THE ST. LOUIS COUNTY PROGRAM OF TUBERCULOSIS CONTROL 
G. A. HEDBERG, M.D. 
Nopeming, Minnesota 


Mangere years ago the St. Louis Coun- 
ty Sanatorium Commission was created and 
employed as its first medical superintendent, Dr. 
Wm. N. Hart, who organized in 1909 the first 
chest clinics which were held in Duluth. This was 
the beginning of the outpatient service in St. 
Louis County. Dr. A. T. Laird succeeded Dr. 
Hart in 1911, continuing the outpatient work and 
in 1912 opening Nopeming- Sanatorium, the first 
county institution for tuberculosis in Minnesota. 
In 1918 Dr. Laird extended the outpatient service 
and organized the first chest clinics on the Range. 
In 1919 Dr. H. G. Lampson joined the staff to 
work on the Range and in rural St. Louis County 
in tuberculosis control, later continuing this func- 
tion as county health officer. Until after World 
War I the means of diagnosis were confined to 
physical examination, history, sputum examina- 
tions and tuberculin testing. Since that time, 
x-ray inspection has grown to be probably the 
most important single diagnostic aid. Until 1934 
our x-ray facilities were limited to the equipment 
at the sanatorium and the Duluth hospitals. Since 
1934 the facilities of the x-ray laboratories of 
the Range towns have been extensively used for 
diagnosis and follow-up of known cases and con- 
tacts. Throughout its history, Nopeming Sana- 





Eleventh Annual John W. Bell Tuberculosis Lecture delivered 
before the Hennepin aay Medical Society at Minneapolis, 
Minnesota, December 4, 1944. 
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torium and its case finding program has been de- 
pendent upon and has enjoyed the fullest support 
of the medical profession, the Tuberculosis and 
Health Association, the various health depart- 
ments and governmental units concerned with the 
problem of tuberculosis. 

St. Louis County is large in area, larger than 
the State of Connecticut. It has a population of 
207,000. It has one large city, Duluth, with a 
population of 104,000. The remainder of its 
people live in towns, villages and in mining loca- 
tions. The rural population is sparse and subsists 
largely on farms of poor quality. The Range de- 
pends mainly on mining. Poor living accommo- 
dations, overcrowding and congestion are com- 
mon. The population was attracted to this county 
by timbering and mining and has been drawn 
from European countries in which the incidence 
of tuberculosis has been high (Finland, the Scan- 
dinavian countries, eastern and southern Europe). 
Extensive immigration has been recent and a 
large proportion of the population are foreign 
born, bringing their tuberculosis to this country 
with them, spreading their disease to their chil- 
dren and to their associates. The incidence of tu- 
berculosis in St. Louis County always has been 
higher than that of the rest of the State as Table 
I will show. It will be noted, however, that the 
rate of decrease in deaths has been greater in St. 
Louis county than in the state as a whole. 
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TABLE I. TUBERCULOSIS DEATH RATE PER 100,000 











Minnesota St. Louis County 
1913 108.6 140.0 
1923 76.0 102.4 
1933 38.1 478 
1943 29.6 33.3 








The facilities for tuberculosis control in St. 
Louis County until the fall of 1943 consisted of: 

1. The private physician. 

2. Nopeming Sanatorium, an institution of 265 beds 
for the treatment of the discovered case. 

3. The Nopeming outpatient department, the func- 
tion of which is to follow up the discharged case, ex- 
amine contacts, provide consultation service to physi- 
cians, provide for x-ray examinations and conduct chest 
clinics in Duluth and towns of the county in co-opera- 
tion with the County, City and Village health depart- 
ments. ; 

4. The various health departments and their visiting 
nurses. 

5. Clinics for treatment of ambulant pneumothorax 
cases held at the Nopeming Sanatorium and on the 
Range. 

In spite of our efforts in case finding we have 
always been impressed by the number of new pa- 
tients admitted each year in whom careful history 
failed to reveal a known source of infection. 
This was especially emphasized by the reports 
from the induction centers which showed that 
among St. Louis County men disqualified for 
military service by reason of discovery of a tu- 
berculous lesion, over 60 per cent were previous- 
ly unknown either to Nopeming or any other tu- 
berculosis case finding agency. These cases would 
not have been discovered until symptoms would 
have brought them to their physicians in advanced 
stages of the disease. In spite of a rather efficient 
system of contact examinations, the majority of 
new cases referred by physicians likewise failed 
to reveal a known source of infection. 

Tuberculin testing had been used in the various 
school systems extensively enough to prove that 
in the St. Louis County area this program yielded 
few new cases. In 1937 and 1939 four townships 
were surveyed en masse by means of tuberculin 
testing and x-ray examination of all positive re- 
actors. This was one of the first community 
surveys reported in this country. A total of 1,362 
were examined, composing 88 per cent of the 
population of these communities. Of this num- 
ber, 7 or 0.5 per cent were discovered to have ac- 
tive tuberculosis. Yet, the essential lesson learned 
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was that this was a time-consuming, expensive 
method of case finding and could hardly be ap- 
plied without extensive increase in personnel. It 
also taught us that large groups of adults re- 
quired a great deal more “selling” to accept a 
tuberculin test than an x-ray examination. 

Some new method of mass examination was 
felt to be necessary if the eventual eradication 
of tuberculosis in St. Louis County was to be 
accomplished. In 1940 Nopeming was provided 
with a photofluorographic camera taking 4 x 5 
inch miniature films. For two years we studied the 
results of examination by this method as com- 
pared to the 14 x 17 inch standard chest x-ray. 
We became satisfied that this was a practical 
method of “screening” out cases of pulmonary 
pathology for further clinical and roentgenologi- 
cal study. In the meantime, the medical profes- 
sion and the Tuberculosis and Health Association 
were informed of this new method of x-ray 
screening. 

In 1942 the Tuberculosis and Health Associa- 
tion decided to provide us with a mobile x-ray 
unit embodying this photo-roentgen camera to be 
used in an intensified campaign of case finding. 
Through the sale of Christmas seals the funds for 
purchase were raised and we were told to plan on 
delivery of the unit in the summer of 1943. 

It was realized that any extensive program of 
tuberculosis case finding required the support of 
the entire county. For this reason an Advisory 
Committee on Tuberculosis was formed composed 
of representatives of the medical profession, 
health organizations, governmental units and lay- 
men particularly interested in the problem. This 
committee has aided greatly in formulating the 
policies and program of tuberculosis control. 
After thorough study of the various procedures 
employed in case finding it was decided that only 
the most practical and efficient means be re- 
tained. Re-duplicating procedures were discov- 
ered and eliminated. Among the major items 
dropped were the chest clinics held on the 
Range. Instead, the local physicians were urged 
to make the necessary examinations, with Nopem- 
ing providing for x-ray examinations when the 
patient could not afford the expense. The out- 
patient department under Dr. R. J. Davies in- 
tensified the work in contact follow-up using the 
full facilities of the health departments and their 
visiting nurses, as well as our own staff. While 
awaiting delivery of the mobile x-ray unit, plans 


123 








TUBERCULOSIS CONTROL—HEDBERG 


TABLE II. FINDINGS BY GROUPS 














Per Cent Per Cent 
Number | Significant Active 
Tuberculosis} Tuberculosis 
Industrial | 5,418 17 0.15 
Business 1,787 18 0.2 
Schools 9,141 0.3 0.04 
Communities 16,870 2.4 0.09* 








*The thirty cases considered suspicious are largely from this 
group. 


for its operation were formulated. It was hoped 
that the method of examination would prove that 
a sustained program of periodic chest examina- 
tions of the entire county would be feasible. 

The operation of the mobile unit began in Sep- 
tember, 1943, and to date over 45,000 individuals 
have been examined. All films indicative of pul- 
monary pathology have been rechecked by stand- 
ard roentgenograms taken at the local x-ray labo- 
ratories and sent to Nopeming for interpretation. 
In all cases in which a presumptive diagnosis of 
tuberculosis has been made, further investigation 
as to the activity of a lesion is made in co-opera- 
tion with the family physician. All such cases 
will be carried on the files of our outpatient de- 
partment for continued follow-up irrespective of 
whether the lesions may be active or inactive at 
the present time. Dr. Davies has recently re- 
ported the results of the first year’s work in 
which slightly over 34,000 persons were ex- 
amined. In brief, the results of these examina- 
tions were as follows: 


Significant tuberculosis. ....579 (1.7 per cent) 


Cases admitted ............ 40 (12 proved inactive) 
Considered active........... 8 

(not yet admitted) 
Total cases proved active... 36 (0.1 per cent) 


In addition, thirty cases have not yet been 
completely studied but are believed to be active. 


Cardiac abnormalities occurred in about 2 per 
cent. Dextrocardia was found three times in the 
first year’s results and one time since (in over 
45,000). 

Tumors were diagnosed in sixteer cases. 
Three of these were very probably bronchogenic 
carcinoma. 

Table II illustrates the findings by groups. In 
community surveys during the first year 81.8 per 
cent of the groups had miniature films. In addi- 
tion 6.5 per cent had recent x-rays totalling 89.3 
per cent. 

The essential points in the program to be em- 
phasized are, first, that the means of examination 
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has been brought to the people. In the case of 
community surveys the area has been divided so 
that no one had to go more than two blocks to be 
x-rayed. Second, the examinations, together with 
the necessary retakes with standard x-rays, have 
been made without charge—the cost being borne 
mainly through the tuberculosis tax levy subsi- 
dized by funds from the Christmas seal sale. 
Third, the organization of the surveys has been 
the responsibility of the locality to be examined. 
The importance of this condition cannot be over- 
emphasized. In this way we feel that it has be- 
come more difficult for the individual to refuse 
than to accept an examination. 


A description of the type of equipment used 
in our Mobile Unit might be of interest. An 
x-ray apparatus of 200 milliampere capacity is 
powered by a gasoline generator housed separate- 
ly in a trailer. Due to the variation of line facili- 
ties we felt that our unit should be independently 
powered. The recording unit is a 4 x 5 inch 
photofluorographic camera equipped with a Lys- 
holm grid, which, by eliminating secondary ra- 
diations produces a much sharper image. This 
equipment is housed in a large truck and the ex- 
aminations are made within it. Most of the ex- 
posures are made from 90 to 100 kilovolts at 
1/5 to % second. During our original study with 
the photofluorographic unit we found that the 
time of exposure was not important and that ex- 
posures made at 200 milliamperes at 1/5 to Y%4 
second could rarely be distinguished from ex- 
posures made with 400 milliamperes using one- 
half the time. We have preferred the 4 x 5 inch 
film to the 35 mm. film as the larger film does not 
have to be magnified for interpretation. On the 
other hand, the smaller film, being on a roll, re- 
quires less handling. Recent work done by Mor- 
gan and reported by Hilleboe has demonstrated 
the following resolving power of various x-ray 
media : 


ND OO SOT MON oo ies Sikkcewdevecasecdeaas 100 
pe LS See eee ee 40 
NE Ct OP WI ose s Phase darsaradiosacecar 40 
er i oc ans nga nled SNARR OCR OS wre 30 
NN CURE: Sh MO 5 iS woes. o ohn om malcans emai 20 
I cc dccacla cae cnkcehe ev sowaeasmaeea rete 8 


Using the above criteria it is probable that the 
70 mm. roll film will eventually be most univer- 
sally used. We hope to equip our unit with a 
photo-timer in the near future. There is no ques- 
tion but that there will be many improvements 
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in equipment for photofluorography in the near 
future as the work of the U. S. Public Health 
Service and of the armed forces has proved this 
method of case finding to be practical. 


The effect of our accelerated case finding pro- 
gram in St. Louis County is partly illustrated in 
Table ITI. 


The physicians remain the greatest single re- 
ferring source of new patients. Their group of 
patients continue to demonstrate the known fact 
that by the time the patient seeks medical advice 
the disease has become advanced. In 1942, of the 
110 cases admitted by physicians, only three were 
minimal. In the past year, of 116 cases, eight 
were minimal. The intensified work in the out- 
patient departments, including the mobile x-ray 
survey, has markedly increased our patient load. 
Instead of increasing vacancies at the Sanatorium 
we are now faced with a shortage of beds. For- 
tunately the greatest number of new admissions 
are requiring less time to bring their disease un- 
der control. The increased number of readmis- 
sions not only reflects the more active follow-up 
measures but emphasizes the need for better re- 
habilitation and economic adjustments in order to 
allow an arrested case of tuberculosis a greater 
chance to maintain control of this disease. It 
is encouraging to realize that Dr. Hilleboe is 
considering this very important phase in tubercu- 
losis control in the program of the Division of 
Tuberculosis of the U. S. Public Health Service. 

The experiences gained in our program of tu- 
berculosis control and the support we have had 
from the medical profession and the public, have 
led us to the following plans as to the St. Louis 
County Program of Tuberculosis Control for the 
future: 

1. Continued intensification of our examination of 
contacts through the family physician and our outpatient 
facilities, including the health departments. 

2. More thorough control of our discharged patients 
with special emphasis on aid in rehabilitation and eco- 
nomic adjustment, which in our experience, as well as 
of others, is the greatest cause of reactivation of pul- 
monary tuberculosis. This phase of tuberculosis control 
is the weakest plank in the platform developed for St. 
Louis County. 

3. Sustained periodic photofluorographic screening of 
the population of St. Louis County. To this end we are 
being provided with a second mobile unit through the 
sale of Christmas seals. 

4. Routine chest examinations of general hospital ad- 
missions. We believe that photofluorography is a prac- 
tical and economic method of discovering cases on whom 
further x-ray and clinical examinations should be made 


Fepruary, 1945 


TABLE III. ANALYSIS OF ADMISSIONS TO NOPEMING 











SANATORIUM 
Nov. 1, 1943 
1942 to 
Nov. 1, 1944 
Referred by physician 110 116 
Referred by Selective Service 22 13 
Contact through O. P. De- 
partment: 

Letter or visit 33 25 
ay clinics 28 19 
Mobile x-ray examination — 47 
Transfers 4 124 5 174 
Readmissions through O. P. 

follow-up 59 78 | 
Total 256 303 











to determine the presence or absence of clinical tuber- 
culosis and other chest pathology. Hilleboe has report- 
ed that up to 7 per cent of general hospital admissions 
have been found to have significant chest findings. In 
the hopes of uncovering this source, our program con- 
templates provision of photofluorographic units for at 
least two of the larger hospitals in our county. 

5. Frequent re-examination of groups in which the 
incidence of tuberculosis is known to be high. 


The development of collapse therapy with its 
surgical procedures has done much to secure ar- 
rest in patients afflicted with tuberculosis. In the 
foreseeable future, the application of this type of 
treatment has probably reached its maximum. 
The barriers preventing adequate hospitalization 
for the active case of tuberculosis have been 
largely removed in our county. Yet, the number 
of persons unknowingly spreading tuberculosis 
still is large. It seems to us that the only hope in 
eventually eradicating tuberculosis is in the more 
complete search for the unknown case and in the 
more complete control of the patient with ar- 
rested tuberculosis. In the four townships sur- 
veyed by Mantoux test in 1937 and 1939, the ac- 
tive cases were treated at the Sanatorium and to- 
gether with all other cases of apparently inactive 
tuberculosis have been followed by repeated ex- 
aminations. This year these same townships were 
examined by our mobile unit. It is significant to 
us that not one new case of tuberculosis was 


found. 
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SPREADING OSTEOMYELITIS OF THE MAXILLA 


OLAV E. HALLBERG, MD. 


Rochester, Minnesota 


8 eee clinical types of osteomyelitis of the 
maxillary and frontal bones are recognized. 
These are: (1) the fulminating type, (2) the lo- 
calizing type and (3) the spreading type. 

The fulminating type of osteomyelitis is en- 
countered most often in the frontal bone and 
usually develops after swimming. It is char- 
acterized by intense frontal pain, high tempera- 
ture, edema over the forehead and a tendency to 
spread to the intracranial sinuses and meninges. 


The localizing type of osteomyelitis, after an 
initial advance, becomes isolated by reactive bar- 
riers. If the localizing character of the condi- 
tion is recognized, surgical intervention is not 
undertaken until the infection has become walled 
off and sequestration has taken place. Staphylo- 
coccus aureus is probably the offender. 

In the spreading type of osteomyelitis there is 
enough resistance to prevent rapid advance but 
no tendency to complete localization. Therefore, 
in any case of osteomyelitis of the maxillary or 
frontal bone, surgical intervention should be de- 
ferred for a reasonable length of time to see 
whether a tendency to localization exists. 


Spreading osteomyelitis of the maxilla, which 
usually develops after minor surgical procedures 
in the nasal region, is dreaded by all physicians 
who treat diseases of the sinuses. In most cases 
in which this complicating condition occurs there 
seems to be a basic allergy of the nasal passages 
with superimposed chronic infection. The first 
investigative work concerning the cause of spread- 
ing osteomyelitis was reported in 1937 by Wil- 
liams and Heilman.? They discussed spreading 
osteomyelitis of the frontal bone secondary to dis- 
ease of the frontal sinus and reported two cases 
in which an anaerobic type of streptococcus was 
isolated from the sinuses by culture. Their ob- 
servations later were confirmed by Galloway.’ It 
now seems probable that spreading osteomyelitis 
of the facial and frontal bones is caused by an 
anaerobic or micro-aerophilic streptococcus. 


In the following two cases, penicillin was used 





From the Section on Otolaryngology and Rhinology, age 
Clinic, Rochester, Minnesota. Read before the meeting of the 
Minnesota State Medical Association, Rochester, Minnesota, 
April 13, 1944. 
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in conjunction with operation in the treatment of 
spreading osteomyelitis of the maxilla. 


Report of Cases 


Case 1.—A girl, nineteen years of age, came to the 
clinic on November 18, 1943. She had been in a car 
accident on September 23, in which she had struck the 
right side of her face against something. Chills had 
occurred on the first day after the accident and high 
temperature on the second day. She was hospitalized 
elsewhere for five weeks, during which time multiple 
discharging sinuses in the right cheek developed. 

On examination at the clinic the whole cheek was 
markedly swollen. There were multiple draining sinuses 
below the right malar bone and also much thick pus 
in the right middle meatus. Roentgenograms of the si- 
nuses revealed considerable cloudiness on the right side 
with destruction of practically the entire right maxilla. 
A radical operation on the antrum was advised but this 
was postponed because of the presence of severe acute 
infection of the upper part of the respiratory tract. 

The patient returned on December 22. The swelling 
over the right maxilla had increased and the teeth on 
the right side were movable. An incision in the upper 
buccal fold on the right side exposed the canine fossa. 
The maxilla was markedly decalcified. Since seques- 
tration of almost the entire alveolar process had occur- 
red, it as well as the teeth had to be removed. The 
fistulas in the cheek led into the antrum which was 
filled with foul pus and loose bony sequestra. The fis- 
tulous tracts were curetted. Because of sequestration, 
practically the whole outer wall of the sinus had to be 
removed. A large window then was made into the nose. 
Cultures revealed an anaerobic type of streptococcus. 


On the suggestion of Dr. W. E. Herrell of the Divi- 
sion of Medicine, the administration of penicillin, 40,000 
Oxford units daily, was begun and continued for nine 
days. The patient made an uneventful recovery and was 
dismissed from the hospital on January 5, 1944, fifteen 
days after operation. When she was last seen, on 
March 11, the infection had entirely disappeared. Plas- 
tic correction of the scars will be undertaken but at the 
time of preparation of this report in October, 1944, the 
plan was to defer this for about two months. 


Case 2—A man, fifty-nine years of age, came to the 
clinic on December 28, 1943. Less than a year previously 
he had had an operation for a “cyst” in the left antrum. 
More definite information concerning the condition was 
not available. Since then the swelling and tenderness 
of the left cheek had increased. During the last month, 
much pain, especially at night, had been present. 

On examination the whole left maxillary region was 
so swollen and tender that the upper dental plate could 
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not be used. There was no pus in the nose. 








Roentgeno- 
grams of the sinuses showed marked cloudiness of the 
left antrum with possible destruction of the posterior and 
medial walls. 

Radical operation on the left antrum was undertaken 
on January 3, 1944. The incision was carried through 
the old scar underneath the left side of the upper lip. 
The maxilla, which apparently was completely decalci- 
fied, had the consistency of rubber. Most of the an- 
terior wall of the left antrum was removed. The an- 
trum was markedly diseased and contained four small 
bony sequestra. Mucous membrane almost filled the 
cavity. The medial wall of the antrum also had to be 
removed. Diseased ethmoid cells of the posterior group 
also were opened through the antrum. 

My suspicion concerning the presence of an anaerobic 
type of streptococcus was confirmed by Dr. F. R. 
Heilman of the Department of Experimental Bacteriol- 
ogy. The administration of penicillin, 40,000 Oxford 
units daily, was begun and continued for ten days. 

The patient made an uneventful recovery and was dis- 
missed from the hospital on the fourteenth day. He 
was cared for as an out-patient for a few days and on 
dismissal on January 27, the antrum was completely dry. 


Comment 
The high mortality that followed surgical’ pro- 
cedures in cases of spreading osteomyelitis indi- 
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cated that operation alone was not sufficient to 
combat the infection. In December, 1943, Wil- 
liams and Nichols* reported the first two cases of 
spreading osteomyelitis of the frontal bone in 
which penicillin had been used. The result in 
each case was a complete cure. However, it 
might be well to stress that penicillin alone will 
not effect a permanent cure in cases of spreading 
osteomyelitis of the maxilla. The principal rea- 
son for this is that the drug has no access to bac- 
teria within the sequestra. The use of penicillin 
in connection with whatever surgical procedure 
is indicated, in my opinion, has solved in large 
measure one of the most trying conditions in 
rhinologic practice. 
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ACUTE OSTEOMYELITIS—CLOSED TREATMENT 


In bygone years acute osteomyelitis was treated surg- 
ically as soon as the diagnosis was made, and the in- 
fected area was widely explored. In contradistinction to 
this older viewpoint, which still exists in many quar- 
ters*?, a new school has risen which has adopted dilatory 
tactics.” In their hands a trial period of five to ten days 
is made, during which it is hoped the bone infection may 
localize, and then can be drained with greater ease and 
safety and better conservation of the bone. The advent 
of remarkable therapeutic agents, such as penicillin and 
the sulfa drugs, has led to further modification of the 
treatment of acute osteomyelitis so that its threat as a 
surgical emergency is waning. 

The modem objective in overcoming infection is the 
destruction of the causative agent. The secondary injury 
caused by the invading organism can then be best re- 
paired. Acute osteomyelitis is a disease which readily 
lends itself to these principles, for it is a general infec- 
tion with localization in bone, caused most commonly by 
the staphylococcus aureus, or other cocci which are 
amenable to specific therapy. A group 6f surgeons® has 
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subjected a series of patients with acute osteomyelitis to 
this medical point of view with unorthodox results. Sup- 
portive measures such as transfusion, infusions, serum, 
and vitamin and dietotherapy were also liberally used. 
Fifty-six patients were treated under this regime, with 
surgical intervention as a major variation. Thirty un- 
derwent incision and drainage operations in the custom- 
ary fashion, and 26 were treated without drainage but 
had aspiration, largely for diagnostic purposes. Twenty- 
one of 30 patients treated by drainage had lingering, 
draining sinuses, while but 9 healed completely. Of 
the 26 cases treated medically 21 healed without sinus 
formation. There was only one death in the entire 
group. It is clear that the morbidity can be reduced if 
surgical drainage is not universally employed in the 
treatment of acute osteomyelitis. 


Acute osteomyelitis is undergoing constant therapeutic 
revision, as are all diseases whose causative agent is 
susceptible to the action of penicillin and sulfa drugs. 
It may well be that the early institution of such therapy 
by eradicating the general septic features of such dis- 
eases will permit the local manifestation to heal spon- 
taneously or with a modicum of surgery. Like empyema, 
acute osteomyelitis promises, at least in many cases, to 
fall in the category of combined operations—by internist 
and surgeons—the methods of one or the other or both 
successfully prevailing. oa New York State J. 
Med., 44:2682, (Dec. 15) 1 
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EPIDERMOLYSIS BULLOSA IN A NEWBORN 
C. H. SCHRODER. M.D. and A. H. WELLS, M.D. 


Dr. C. H. ScHroper: I wish to report today a rare 
case of congenital skin defect. Through the courtesy 
of Dr. A. J. Spang, I had the opportunity to see a 
male infant born on January 20, 1944. The weight was 
6 pounds 6 ounces and he measured 46 cm. in length. 
He was well developed and presented no pathology 
except that of the skin and mucous membranes. 

Labor in this case was uneventful and the baby cried 
spontaneously. It was the second child of this moth- 
er. Her first-born is now nine years old but was not 
of this father. He has had eczema since birth. The 
mother’s sister has ichthyosis. The father’s fingertips 
crack easily in the winter. 

The mother’s history should be mentioned. She had 
two incomplete abortions in 1939 for which she was 
curetted. In February, 1943, she underwent a laparotomy 
but no pathologic changes were found. There is no 
history of syphilis. A number of Wassermann tests 
and one Kline test have been found negative. She bled 
a little during this pregnancy up to the sixth month. 
She had received a series of injections of progesterone. 

Now for a description of the infant. The scalp 
and hair were normal. The eyes and ears were nega- 
tive. The lips were inflamed and desquamating. The 
epidermis on the tip of the nose was rubbed off leav- 
ing a small raw area. There were many small maculo- 
papular lesions under the chin which became bullous 
the day before death. 

The mucous membrane of the tongue, palate, cheeks 
and pharynx was intensely red and showed many pe- 
techial hemorrhages. There was a thick purulent ex- 
udate over the gums. Cultures of this pus showed 
many colonies of nonhemolytic streptococci and also 
colonies of B. coli. 

The fingers and palms of both hands had macera- 
tion and desquamation. Over the backs of the hands 
large bullae spread to involve almost the entire dorsal 
aspect. Sero-hemorrhagic contents were noted. There 
were also large bullae over the back of the right arm. 
Fingernails were atrophic. 

Most of the skin was apparently missing from the 
right foot. There was only a narrow band of skin over 
the outer third of the sole. The defect extended up 
the right leg in a pointed shape to an area a little more 
than one-third of the distance of the tibia. The left 
foot and leg was much worse. Here the skin was ap- 
parently missing over the entire foot (except for two 
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Fig. 1. Atrophy of epidermis, corium and subcutaneous tis- 
sues, parakeratosis, separation of stratum corneum, atrophy of 
rete malpighii, slight hyaline changes in corium, atrophy of hair 
follicles and cystic degeneration of sebaceous glands. 


toes) and also apparently entirely missing over the 
leg (except for a narrow strip on the outer aspect) 
up to a point well above the knee. The skin at the 
margins of these defective areas was sharply delineated. 
The appearance was not that of gangrene or infec- 
tion. Where the skin was missing, the base was clean 
and of the color of raw ham. Apparently the skin 
tissues were reduced to a thin, transparent membrane 
over the muscles and fascia. Nevertheless, the motion 
of feet and legs was unimpaired. Toenails were com- 
pletely missing except on the four toes with more nor- 
mal appearing skin and these were atrophic. As far 
as the trunk was concerned the lesions noted were 
scattered, small and medium sized bullae. There were 
some fine petechial hemorrhages here and there. 

The infant lived five days during which time the 
bullae tended to become larger and more numerous. 
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They were located on the dorsum of hands, elbows, 
buttocks, mouth, chin, dorsum of arms, over the scap- 
ula and later on the lower abdomen. There was fre- 
quent oozing of blood from the various lesions es- 
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Fig. 2. 


Congenital epidermal 


pecially when the ammoniated mercury dressings were 


removed. The child cried whenever touched. He 
took his feedings fairly well but gradually became 
weaker. Nicotinic acid 1.5 mg. and percomorph oil 


drops 2 were given daily. There was a low-grade 
fever beginning the second day which suddenly rose 
to 105.2° F. during the last twenty-four hours. 


Autopsy 

Dr. A. H. Wetts: This newborn white male infant 
was found to have a remarkable skin dyscrasia and a 
terminal bronchopneumonia with toxic changes in the 
visceral organs. He measured 47 cm. long and 
weighed 2010 grams. The gross appearance and dis- 
tribution of the skin lesions has been described by Dr. 
Schroder. Histological studies of the skin (Fig. 1) 
revealed a severe atrophy of the epidermis, corium and 
subcutaneous tissues in the lesions of the elbows, hands 
and feet. Skin from the other areas of the body 
) had mild, similar atrophic changes. All sections of 
skin, irrespective of origin, revealed parakeratosis, hy- 
1. perkeratosis, separation of stratum corneum, atrophy 
" of rete malpighii, slight hyaline changes in the corium, 
cystic degeneration of sebaceous glands, and atrophy 
of hair follicles. The sweat glands appeared normal 
except for an apparent increase in number due to 
atrophy of other skin structures. Elastic fibers were 
: concentrated and apparently more numerous in all lay- 
‘ ers in the more atrophic skin sections. 
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There was a patchy bronchopneumonia and mild toxic 
changes in the myocardium, liver, spleen, and kidneys. 
A postmortem blood culture contained B. coli com- 
munior. Cultures from the right elbow vesicle re- 
: vealed staphylococcus albus. The latter was consid- 
ered a contaminant. 
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Discussion 
Dr. C. H. ScHroper: It would seem reasonable to 
conclude that there are two distinct processes here. The 
pathological process present in the feet and legs is a 





defect from Rogatz and Davidson, 


marked example of “Congenital Defect of the Skin.” 
Only recently Rogatz has described what is probably 
the most extensive case of this type on record. Since 
I was disappointed in not obtaining good pictures of 
this case, I call your attention to the illustrations (Fig. 
2) from Rogatz’ article in the American Journal of 
Diseases of Children, June, 1943. Most of the 125 
cases of this type on record involve only small de- 
fects of the scalp. In the Rogatz case, however, the 
lesions in the lower extremity were strikingly like 
these I have described and are referred to by the au- 
thor in this apt description: “The hands and feet 
looked strikingly as if they were covered with rubber 
gloves.” His case died on the second day. He gives 
a good description of the skin pathology and a very ex- 
tensive bibliography, especially of foreign references. 

There is, however, a special problem posed in the 
present case. What relation, if any, do the extensive 
bullous lesions bear to the severe defects in the feet 
and legs? That the condition known as epidermolysis 
bullosa was present here, is certain. The epidermis 
could be rubbed off anywhere with little pressure, and 
the raw tip of the nose, the raw fingers and palms and 
numerous bullae all support this diagnosis. The in- 
fection of the skin and mucous membranes is part 
and parcel of this process. 

It would seem difficult, however, to connect the deep 
destruction of the skin of the feet and legs with this 
superficial epidermal lesion. One might argue, I sup- 
pose, that the infectious condition might have been go- 
ing on a long time before birth and that a deeper de- 
struction might then occur. But for my part, I think it 
more logical to assume that the two conditions are 
really distinct. In the feet and legs we are dealing 
with a true formative defect of the cutis and sub- 
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cuticular tissue. In the rest of the skin and in the 
mucous membranes we have a bullous impetiginous in- 
fection which is present only by coincidence. 

The condition known as hereditary ectodermal dys- 
plasia was also considered here. This is a familial 
nonsex-linked condition which, besides defects in the 
skin and mucous membranes, shows defects in the hair, 
nails and all the ectodermal structures including nerv- 
ous system and adrenals. However, the physical signs 
and autopsy findings did not support this diagnosis. 

Dr. A. H. Wetts: I agree with Dr. Schroder that 
this is a case of epidermolysis bullosa but I do not 
agree that there is a second skin disease known as con- 
genital epidermal defect. Knoky and Sutton? and Gar- 
land> report cases of epidermolysis bullosa in the 
newborn with atrophic changes in the skin of the hands 
or feet similar to our case. Where the histology is 
discussed there is general agreement in the literature 
that atrophic changes in the skin are to be expected 
in this disease. Since the hands and feet are the most 
likely fetal parts to be traumatized in utero one might 
well expect these changes of the skin of the hands and 
feet of a newborn with this condition. 


On the other hand no cystic disease of the skin is 
to be found in the excellent review of cases of con- 
genital epidermal defect by Abt! or in the cases of 
Campbell?, Dowler*, and Rogatz and Davidson.11 The 
remainder of the skin is entirely normal in these in- 
fants. Abt describes the histogenesis as a failure of 
development of epithelial structures, smooth muscle 
and adipose tissue of the skin and not an atrophy or 
degeneration of these structures in congenital epidermal 
defect. 


Ormsby and Montgomery?® define epidermolysis bul- 
losa as a rare affection of the skin in which vesicles 
or bullae are produced by slight traumatism. There is 
no known etiology. In some cases a hereditary tenden- 
cy is obvious. The major number of cases begin short- 
ly after birth. The disorder lasts for many years or 
a lifetime. When the vesicles occur on the hands or 
feet there may be some interference with work. The 
location of vesicles at the sites of possible trauma 


without other apparent cause is generally the first clue 
as to the clinical diagnosis. 


McCarthy® claims that there is no pathognomonic 
histology of epidermolysis bullosa. A variety of micro- 
scopic changes are described by different authors. Two 
forms are frequently described: a mild type similar to 
the cases of Calhoun and Brown?, Guy® and Kierland 
and Harrison$ and a more severe or dystrophic form 
like the one we have described where the mucous mem- 
branes and large areas of skin are involved with atrophic 
changes. The vesicles occur in any of the stratum of 
the epidermis and in the more severe cases are sub- 
epidermal. Parakeratosis, atrophic epidermis and cysts 
derived from sweat or sebaceous glands have been 
frequently described. A few authors have described a 
decrease of elastic fibers in the pars papillaris. Others 
found no such change. 


Summary 
A newborn infant with remarkable bullus and atrophic 
changes in the skin has been described as a case of 
epidermolysis bullosa. A differentiation of the atrophic 
changes from congenital epidermal defect is argued. 
As near as could be determined bronchopneumonia and 
possible septicemia were the immediate cause of death. 
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COLONEL MENNINGER DISCUSSES NEUROPSYCHIATRIC CASUALTIES 


Speaking before the meeting of the Association for 
Research in Nervous and Mental Diseases, in New York, 
December 15, Colonel W. C. Menninger, MC, Chief Con- 
sultant in Neuropsychiatry, Office of The Surgeon Gen- 
eral, discussed the problem of the discharged neuro- 
psychiatric patient. 


Declaring that the problem facing the individual and 
communities is unquestionably of great magnitude, Col- 
onel Menninger said that “the statisticians’ figures of 
the number of such men is prone to be interpreted as 
indicating a much more alarming state of affairs than 
actually exists.” 


130 


Colonel Menninger pointed out that neuropsychiatric 
casualties of the last war were extremely expensive, in 
manpower and money. He asked the co-operation of 
the association in debunking misconceptions about the 
neuropsychiatric and educating the public concerning the 
problems involved. “We should provide counsel and 
advice to our federal, state and community leaders in 
the development of a plan for this group,” he said, and 
concluded with the words, “We as physicians, and par- 
ticularly as psychiatrists, have probably the greatest re- 
sponsibility in helping GI Joe with a neuropsychiatric 
diagnosis readjust to his civilian life, and his civilian 
community to adjust to him.”—Office of the Surgeon 
General, December 15, 1944. 
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RH FACTOR TRANSFUSION REACTION AND TRANSFUSION 
REACTION INSTRUCTIONS 


RALPH J. ECKMAN, M.D., and ARTHUR H. WELLS, M.D. 


Dr. R. J. EckMAN: Recently it was my privilege to 
deliver a set of triplets; the first such multiple preg- 
nancy in my experience, and probably the last. Despite 
the fact that I was sufficiently keen to definitely suspect 
erythroblastosis fetalis in the babies at the time of birth 
I was not sufficiently aware of the danger of producing a 
severe transfusion reaction in the mother by giving Rh 
positive blood. Consequently when excessive bleeding 
was encountered, a transfusion of properly crossmatched 
and typed blood was given; but blood which was not 
typed as to Rh factor. A very severe hemolytic trans- 
fusion reaction occurred in the mother. Fortunately, she 
was of the 50 per cent who recover from these reac- 
tions. The case is of sufficient interest to warrant re- 
porting in some detail at this conference. 


Case Report 

Mrs. J. A. J., a twenty-five-year-old housewife, gra- 
vida V, was admitted to St. Mary’s Hospital in labor. 
Her first and second pregnancies had resulted in living 
full-term babies. Her third and fourth pregnancies had 
resulted in stillbirths at nine and eight months, respec- 
tively. By x-ray examination prior to onset of labor, it 
was known that the present pregnancy consisted of 
triplets. The patient was at term and had had no com- 
plications of pregnancy. The physical examination was 
normal except for the unusually large and pendulous 
abdomen. Labor was rapid and spontaneous delivery 
of a frank breech female weighing 2,290 grams, was 
followed in thirteen minutes by spontaneous delivery 
of a frank breech male weighing 2,115 grams. The sec- 
ond baby had an icteric tint and some edema which 
made the tentative diagnosis of erythroblastosis fetalis 
quite plausible. Nineteen minutes after the birth of the 
second baby, excessive bleeding was encountered and the 
placenta started to present. At this time 500 c.c. of 
group A blood which had been crossmatched satisfac- 
torily 24 hours previously was given. Manual extraction 
of the placenta was done; followed by immediate in- 
ternal version and breech extraction of the third baby, a 
female weighing 1,690 grams which was presenting as 
a shoulder. The blood was given in approximately ninety 
minutes and even before it had all been administered, 
the patient started to complain of considerable low back 
pain. She was returned to her room in apparently good 
condition but one and one-half hours afterwards expe- 
rienced a severe transfusion reaction. This was char- 
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acterized by increase in low back pain, despite morphine, 
a chill, restlessness, dyspnea, deep cyanosis and fall in 
blood pressure from 145/75 to 78/40. The patient looked 
very seriously ill. Adrenalin was administered ; two units 
of plasma given; external heat applied; oxyen by B.L.B. 
mask started; and the patient was placed in Trendelen- 
burg position. Forty-five minutes later the blood pres- 
sure was 110/72 and cyanosis had markedly lessened. 
The temperature had risen to 101.6°. 

The mother was immediately tested and found to be 
Rh negative. The father and three babies were Rh posi- 
tive. The mother’s blood was set up with red blood 
cells from ten adults and her serum did not agglutinate 
any of them. She had no demonstrable agglutinins for 
Rh positive cells. A recheck of the crossmatch found 
that there was no agglutination between the donor and 
recipient’s blood. The patient developed oliguria; only 
90 c.c. of brownish red urine in twenty-four hours were 
obtained by catheter. It was concluded that the patient 
had a hemolytic transfusion reaction as a result of 
giving Rh positive blood to a mother sensitized to this 
blood after giving birth to triplets with erythroblastosis 
fetalis. 

Intensive therapy was continued in an effort to pre- 
vent formation of acid hematin in the renal tubules. 
This consisted of 500 c.c. of Hartman’s solution of hypo- 
dermoclysis; oral administration of soda bicarbonate 3 
grams four times daily; and maintenance of fluid intake 
between 5,000 and 6,000 c.c. daily for the next week. 

In spite of the urinary output which rose from 280 
c.c. the first day to 3,000 and 4,000 c.c. on subsequent 
days, there developed a blood urea nitrogen of 51 mgs. 
per cent and a creatinine of 5 mgs. per cent on the 
second postpartum day. This rose to a high of 66 mgs. 
per cent and 5 mgs. per cent, respectively, on the fifth 
postpartum day; but gradually fell to a blood urea ni- 
trogen of 24.5 mgs. per cent and creatinine of 1.8 mgs. 
per cent on the fifteenth postpartum day. The urine 
showed a grade 4 albumin with many granular casts on 
the first postpartum day. The P.S.P. was 30 per cent in 
two hours and the urea clearance 48.5 per cent. The 
icterus index was 8.4 units. 

With general premature care and blood transfusions 
of 20, 30 and 0 c.c. of Rh negative blood, respectively, 
the three babies died on their third day; second day; 
and first day, respectively. The firstborn showed no ab- 
normal elevation of erythroblasts during her three days. 
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She had 3,110,000 red blood cells, hemoglobin 9.2 grams, 
30,000 white blood cells and 3.8 per cent erythroblasts. 
The second showed 20.5 per cent erythroblasts on the 
second day; but no counts were made on the third baby 
due to her poor condition and early death. All of the 
babies became intensely icteric before death. Dr. George 
Berdez performed autopsies on all three babies and de- 
scribed typical findings of erythroblastosis fetalis with 
generalized icterus grade 2; kernicterus grade 3 and 
foci of hematopoietic activity in spleen, liver and bone 
marrow. The brain icterus was especially marked. 


Discussion 


Dr. R. J. ECKMAN: It is certain that a thorough un- 
derstanding of the practical facts concerning the dan- 
gers resident in blood transfusion and the Rh factor 
must be had by physicians responsible for blood trans- 
fusions. I have wondered whether the frequency of an 
Rh factor transfusion reaction was sufficient to warrant 
the careful study, expense and change of procedure 
which is entailed in this rather complicated subject. 
There is a theoretical occurrence of a combination of 
Rh negative mother and Rh positive child in 9 per cent 
of pregnancies.? However, Potter® calculates that sen- 
sitization of the- mother and the development of ery- 
throblastosis in the child occurs in from one per 3/0 
births to one per 500 births. Put in another way she 
found that there was approximately one per 2,380 
with the first child born and one per 245 with subsequent 
births. Schwartz and Levine? calculated by a different 
method (not entirely free from criticism) that erythro- 
blastosis occurred in 0.65 per cent of all births. Fur- 
thermore, since a transfusion of Rh positive blood (87 
per cent of general population) to these women carries 
an approximately 50 per cent mortality it is quite ob- 
vious that all pregnant women must be considered po- 
tential subjects for a fatal transfusion reaction on the 
basis of Rh incompatibility. To a lesser degree it has 
been found that women who have been pregnant at any 
time during their life are possible candidates for the 
same type of transfusion reaction. The exact percentage 
of this group of women who will show a reaction due 
to Rh factor incompatibility is not known. The amount 
of work necessary to completely eliminate the possibility 
of danger to these women may be more expensive than 
the practical value derived at least in certain divisions 
of this category of patients. 


The second and only other group of patients in which 
an Rh factor transfusion reaction may occur are those 
in which multiple blood transfusions® are given to an 
Rh negative recipient. The exact figures of the fre- 
quency of reactions in these patients is not available. I 
am told that there have been a number of deaths in this 
group in our armed forces and that precautionary meas- 
ures are now being taken through certain laboratory 
procedures and the selection of Rh negative donors to 
prevent these deaths. 

Erythroblastotic newborns are a third group which, 
however, present an entirely different transfusion prob- 
lem. Here the main idea is to give the infant red blood 
cells which will not be destroyed by the transient (ap- 
proximately ten days) antibody which has entered his 
blood stream and tissues while in utero from his mother. 
Both Rh positive and Rh negative red blood cells have 
been given the infant with success. Rh negative cells 
are likely to do the most good in such an infant. Red 
blood cell counts should be determined every twelve 
hours. Counts below 3,500,000 indicate the necessity of 
blood transfusions. Since the total blood volume of a 
newborn is between 250 and 350 c.c.1 it is possible to 
give the newborn infant with erythroblastosis fetalis 
150 c.c. of blood in two transfusions within twenty-four 
hours of the time of birth. The infant should not be 
given his mother’s milk.12 
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Dr. A. H. Wetts: At least three important lessons 
may be learned from Dr. Eckman’s case. First, our 
present methods of crossmatching blood before trans- 
fusions will not screen out all cases of incompatibility 
due to the Rh factor. This is extremely important since 
it throws much of the burden of prevention of these 
reactions on the shoulders of the practicing physician, 
He must know when to order the laboratory to run spe- 
cial tests as well as to follow certain precautions while 
giving blood to these patients. Second, infants with 
acute hemolytic anemia of the newborn should be given 
adequate amounts of compatible red blood cells as soon 
as possible after birth. Third, once a transfusion reac- 
tion has occurred, it is the immediate duty of all con- 
cerned to determine whether or not it is a hemolytic 
reaction and if so to start therapy to prevent the high 
percentage of fatalities that have occurred in these pa- 
tients. With the exception of “speed” reactions all other 
proved causes of transfusion reaction pale into insignifi- 
cance when compared with a hemolytic reaction. 

I have, after careful study, summarized and tabulated 
a group of suggestions for the hospital medical staff 
on the subject of transfusion reactions (see table). 
These have been arranged under three headings: diag- 
nosis, treatment and prophylaxis. They will be printed 
on the back side of the hospital transfusion sheet? 
which is always present at the bedside or operating room 
table when a blood transfusion is being given. In these 
instructions and suggestions you will find a memory re- 
fresher course concentrated in a nutshell. The wording 
of these notes has been carefully considered and should 
be followed to the letter. For detailed explanations see 
your pathologist or the references. 


Transfusion Reaction Instructions 


Diagnosis—In case of a blood transfusion reaction 
(chills, fever, flushing, palpitation, constriction dyspnea, 
cyanosis, hemoptysis, nausea, vomiting, pains, restless- 
ness, fall in blood pressure, cold, clammy skin, head- 
ache, skin eruptions, swelling of joints, et cetera. 


1. Stop the transfusion immediately. 

2. Immediately take blood from the patient with an 
absolutely dry syringe and needle and put into a dry 
test tube. Order tests for quantitative hemoglobin? and 
icterus index on blood serum. 

3. Send the remaining blood intended for the patient 
to the laboratory for “stat” tests for incompatibility. 

4. Order the first urine specimen sent to the labora- 
tory to be tested for: (1) hemoglobinuria, (2) acid 
hematin casts, (3) red blood cells and (4) pH. 

5. Order blood smear for erythrophagocytosis. 

6. Order Wiener’s!® differential agglutination tests 
(at discretion of the laboratory). 

7. Order Rh typing and crossmatching by Levine 
Method‘ of original blood specimens (in icebox) if the 
patient has had previous transfusions or if she has ever 
been pregnant. 


Treatment.— 


1. If it is a severe reaction with lumbar pain or if 
the laboratory finds that it is a hemolytic reaction start 
100 c.c. of 3.8 per cent sodium citrate solution intra- 
venously immediately. Also start sodium bicarbonate 10 
grains four times a day or sufficient to keep the urine 
alkaline. If there is a severe fall in blood pressure give 
epinephrine hydrochloride % to 1 c.c. of 1 to 1,000 dilu- 
tion and repeat if necessary. Induce diuresis with saline 
and glucose. Some authors advise giving more blood 
which is compatible. Antispasmotics such as papaverine 
and aminophyllin may be helpful. In a true hemolytic 
reaction the prognosis is about 50 per cent survival. 

2. If the reaction is allergic in type give epinephrine 
hydrochloride % to 1 cc. (1 to 1000). Try skin test. 
Order differential blood count for eosinophiles. 
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Prophylaxis.— 

1. Run in the first 20 cc. of blood slowly (fifteen 
minutes). A modification of Wiener’s!! biological test 
may be used in which the patient’s blood plasma and 
serum are compared colorimetrically with plasma and 
serum, respectively, before and ten minutes after a 50 
cc. transfusion. The test is repeated during a second 
hour comparing all specimens for evidence of hemolysis 
by determining icterus index and quantitative hemo- 
globin analysis.? 

2. Use healthy fasting donors free from asthma, al- 
lergv, skin eruptions, syphilis, malaria, night sweats, 
weight loss, cough, fatigue, diarrhea, palpitation, fever, 
jaundice, upper respiratory infection, heart diseases and 
anemia. 

3. If multiple transfusions are given to an Rh nega- 
tive patient try to give them within five days or try not 
to let more than four days elapse between transfusions. 

4. Use only Rh negative donors for: (1) women 
with erythroblastotic infants, (2) pregnant women with 
Rh negative blood, (3) Rh negative or Rh positive pa- 
tients receiving multiple transfusions with a hemolytic 
transfusion reaction proved to be due to Rh factor, or 
not explained by laboratory findings, (4) Rh negative 
women with a history of one or more pregnancics with 
any transfusion reaction under similar circumstances as 
the preceding and (5) erythroblastotic infant _transfu- 
sions no matter what Rh type the infant is (Rh nega- 
tive O blood from the icebox is satisfactory. 

5. It is advisable not to use the husband or his blood 
relatives as donors for a pregnant or a recently preg- 
nant woman. This is especially true if she is Rh 
negative. 

6. In emergency transfusions of pregnant or post- 
partum women it is advisable if possible to give plasma 
until Rh typing can be performed or until an Rh nega- 
tive group O professional blood donor can be used (see 
laboratory index for these donors). If Rh _ negative, 
these patients should receive Rh negative blood of their 
own group or of group 


7. “Universal donor” (group O) blood should have 
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A and B factors of Witebsky added (from icebox) or 
“acceptability”> tests run if given to patient in another 
group. 

8. Try to avoid using the same donor twice even if 
in the same blood group as the patient. 

Give blood very slowly to patients with poor car- 

diac reserve. 

10. Always have filter in transfusion (blood or plas- 
ma) apparatus or filter through eight thicknesses of 
gauze. 
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THE MEDICS 


The “medic” is a must in any fighting force. He is 
likely to combine the functions of Kipling’s Gunga Din, 
Florence Nightingale, the Good Samaritan and the most 
skillful surgeon science has produced. He frequently 
does so at the cost of his own life. Unarmed stretcher- 
bearers seek out the wounded where the shells are still 
striking. Because they know that time is of the essence, 
they are always in a hurry. Sometimes a complicated 
operation has to be performed in a foxhole. During the 
Metz offensive a 19-year-old medical aide saved a 
doughboy’s life by cutting a fountain-pen tube into his 
throat with a pocket knife. But they try hard to get 
the victim to the nearest hospital. Maybe it is a blast- 
ed barn or an open cellar. It may be a tent over the 
brow of the next hill, with the surgeons operating 
under enemy fire. At Bastogne two or three surgeons 


had to handle 800 patients with nothing to dull their 
pain but cognac. Everybody cheered when five more 
surgeons got through by plane and glider. 

There is little glory in the Medical Corps. It is’ just 
hard, dirty work and mighty dangerous. The Red Cross 
seems to mean little to the enemy. He has bombed 
hospital tents from Anzio to Aachen. These medics are 
tough, but among the torn and dying men learn to be 
tender, too. They shun glory, but they have their pride. 
They are proud to have saved 97 out of every hundred 
wounded. They are proud that their miracle drugs and 
blood banks send from 50 to 80 back to fight again. They 
are proud because nobody in our whole vast Army, not 
even the foremost combat crew or the deadliest flying 
wing, has done a finer job than the Medical Corps.— 


- 


From the New York Times, Jan. 5, 1945. 


ARMY AURAL REHABILITATION 


Before a deafened soldier can be fitted properly with 
a hearing aid he must have a custom-fitted earpiece to 
which the aid can be attached. Until now these ear- 
pieces were manufactured by commercial concerns and 
some delay was involved due to the necessity of packing 
and transmitting the cast and receiving the earpiece by 
mail. Now, however, earpieces of clear acrylic or lucite 
are to be manufactured in the three Army hospitals for 
the deafened—a step which means the soldier gets his 
hearing aid about a week sooner. 

Each soldier-patient with impaired hearing is scien- 
tifically tested to ascertain precisely which hearing aid is 
best for him. Since variations have been found even 
in aids of the same model, a stock is maintained at the 
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hospital so the soldier receives the aid which proved 
most satisfactory for him when tested. In addition to 
equipping the men with hearing aids, instruction is 
given in lip reading and speech correction, if necessary. 

A great many cases of deafness among soldiers which 
passed undetected at the time of induction have since 
been detected through the modern scientific methods now 
in use by the Army Medical Department. These deaf- 
ened, as well as those with service-incurred deafness, 
are being rehabilitated at Deshon General Hospital, 
Butler, Pa., Hoff General Hospital, Santa Barbara, 
Calif., and Bordon General Hospital, Chickasha, Okla- 
homa. 
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HISTORY OF MEDICINE IN GOODHUE COUNTY 


1852-1860 


The history of medicine in Goodhue County begins with the first white settler 
in that district. William W. Sweney, one of the outstanding physicians and one 
of the most loved and respected men of Goodhue County, came in 1852 accom- 
panied by an Indian farmer and an Indian missionary to the place which several 
years later became known as the town of Red Wing. 


Dr. Sweney was born in Pennsylvania in 1818. When eighteen years of age he 
moved with his parents to Fulton County, Illinois, where he read medicine with 
Abram Hull. In 1850 he graduated from Rush Medical College, Chicago, going 
to St. Paul for a short while and thence to Red Wing where he continued to prac- 
tice until his death. In an address to the Old Settlers Association of Goodhue 
County, he described his first exploration of the territory and the first year he 
spent there. Building a home, transporting the necessary provisions and imple- 
ments, and providing for a food supply in these early days was a task, indeed, 
and there were no helpers except the Indians. He finally persuaded a group of 
squaws and young girls to dig his potatoes in return for a share of the vegetables ; 
but in spite of their agreement he found it hard to get the work done unless he 
stayed in the field and worked, himself, thus lending them moral support. He 
gave his professional services freely to the Indians and received in return their 
friendship and respect. 


The next year he brought his family to their new home. Other settlers soon 
followed so that a community was quickly established. 

The second physician to come to Goodhue was John Kelly who settled in Flor- 
ence township in 1853. So rapid was the mushroom growth of the pioneer river 
towns, that by the end of 1855 a weekly newspaper, the Red Wing Sentinel, had 
been established. Although, like most of the early papers, the bulk of the material 
was bought from a newspaper printing company in some other state, it contained 
a short column of local news and local advertisements. Thus, in January, 1856, 
we find in it the cards of Drs. Sweney and F. F. Hoyt. The next year the 
Sentinel published the cards of A. B. Hawley, M.D., W. Brown, M.D., and 
Charles H. Connelly, M.D., of Red Wing. Dr. Connelly occupied the same office 
“as hitherto occupied by Dr. Brooks.” There is also a reference to Lew H. Gar- 
rard who came to the vicinity of Frontenac in that year. Charles Hill, a graduate 
of Rush Medical College, Chicago, settled in Roscoe in 1857, and two years later 
moved to Pine Island, where he remained, except for a short interval, until his 
death. All of these were of the regular school. The first homeopathic physician 
was C. G. Higbee, who came to Red Wing about 1860. 

During these pioneer days the doctors often held public offices, since they were 
better educated than the ordinary settlers. Dr. Garrard and Dr. Kelly were elected 
county supervisors. Dr. Hoyt was a member of the first city council of Red Wing, 
and Dr. Sweney was a member of the territorial legislature in 1858. 

It was not unusual for the business cards of these men to state that calls would 
be promptly answered day or night, in town or in the country. Dr. Connelly 
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added a long list of references including physicians, judges, a professor, and a 
clergyman. 

In July and August, 1852, there were seventy-five cases of malaria in the 
little settlement of Red Wing. Five of these were among the white population 
which numbered, in all, about thirty. The other cases were among the three hun- 
dred Indians who lived in the vicinity. Referring to this epidemic, Dr. Sweney 
said that the paroxysms were the most marked that had ever come under his 
observation, and that this was the worst epidemic ever observed in Minnesota. 
In the winter of 1852-1853 there were several cases of typhoid fever, and in 
July and August, 1853, malaria again appeared. Dr. Sweney reported that it com- 
mingled with typhoid fever, of which there were about twenty-eight cases in 
August and September, none fatal. This type of so-called “typho-malarial” fever 
has been disproved; but at that time it was thought to be a possible and usual 
combination. Typhoid again visited Red Wing and the surrounding country in 
1856 in a more malignant form and continued in a subacute and sporadic form 
during the next eight years. In 1855 smallpox appeared in a comparatively mild 
form and in the same year dysentery assumed an epidemic form, especially from 
July to September. Diphtheria was found in 1858 in various parts of the 
country. 

Asiatic cholera was first brought to Red Wing in 1853, by immigrants coming up 
the river. The next year a steamship arrived carrying seventeen persons ill with 
the dread disease. The patients were isolated on a knoll near old Spring Creek 
mill and Dr. Sweney visited the group every day. Ten of those stricken survived. 
There were a few cases the following year. Although none of the residents of 
Goodhue County contracted the disease, it was said to have hindered the growth 
of Red Wing by scaring settlers away. 


Deaths from consumption were not infrequent during these years and in the 
years that followed; but in this account they will be disregarded for the most part 
since generally these people had acquired the disease in the East. They came to 
Minnesota hoping that the climate might have a curative effect. There were many 
calls for medical attention in cases of accident, especially broken bones and 
wounds from circular saws, as well as for the diseases mentioned above. 


1860-1870 

The period of the next ten years was one of growth and change. Among the 
first medical newcomers to Red Wing were A. H. Jones, I. E. Wright, and E. S. 
Park, who arrived in 1862, and W. M. Winkelmann, and C. H. Blecken who set- 
tled there a short time after them. 

The Civil War was a disturbing element both in its course and in the con- 
ditions which followed in its wake. Durng the war Dr. Higbee served as a cap- 
tain in the Union Army. Dr. Garrard enlisted in the Seventh Regiment and 
Dr. Brown was commissioned surgeon. During the war it was hard enough to 
make a living but after the war it was even more difficult. A limited amount of 
practice had to be divided among an increasing number of physicians, to say 
nothing of quacks. Physicians who established themselves in Red Wing follow- 
ing the war were: C. N. Hewitt, J. M. Knox (an oculist), John W. Kock, Chris- 
tian Gronvold, William Acharius, R. F. Goodwin, Salem Town, and Bruno 
Jaehnig. 

Some of these men met the financial difficulties of the times by running a small 
business on the side. Dr. Brown, for example, had a photograph and gem gal- 
lery. Drs. Jones and Hawley ran drug stores. Dr. Park acted as county coroner 
for many years and Dr. Hewitt was an examining physician for pensions. Dr. 
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Winkelmann announced himself as physician, surgeon, and dentist. The problem 
of quackery was a serious one throughout the sixties. Men who could find no other 
way of making a living set themselves up as physicians and practiced medicine. 
Some did not even pretend that they had training. Others added M.D. to their 
names as calmly as the man down East who adopted the letters as an abbreviation 
for “Mule Driver.” By far the largest part of the advertisements in the news- 
papers was concerned with cure-all patent medicines, and with confidential infor- 
mation which referred one to some doctor or institute. Medicines were for every- 
thing from catarrh to “indiscretions of youth.” Traveling “doctors” and natural 
healers were another menace. They visited the towns and generally lectured free 
of charge to attract attention to their powers. One even offered the sum of $100 


to anyone whose case he took and could not cure. We quote one of the milder an- 
nouncements of the period: 


Dr. Purinton, the renowned Lung Physician, will visit Red Wing, Saturday, October 17, 
and will remain four days at the National Hotel. Dr. Purinton has devoted his attention 
for the last 20 years to the treatment of Chronic Diseases of the Throat and Lungs; also 
those of the Heart, Liver, Kidney, etc., Scrofula, Chronic and Inflammatory Rheumatism, 
together with Female Diseases in all their forms. Dr. Purinton defies the whole medical 
Faculty to beat him in curing Dyspepsia; his practice is based on the most correct theory 
of materia medica calculated to act in harmony with all the laws of the system without reduc- 
ing it. The affected are invited to call and consult with him. He claims he can tell their 
complaint without asking any questions free of charge. 


People were generally less informed about health and more credulous than they 
are today, and editors willingly said a good word for anyone who advertised in 
their newspapers. 

Dr. William Acharius found making a living in competition with quackery so 
difficult that he soon returned to Sweden, where his abilities were rewarded by an 
office given by the king. 

In 1862 a physician from Wisconsin lectured on anatomy, physiology, and 
health with anatomical and physiological charts for illustrations. That he had some 
surgical skill is indicated by reports of successful operations for cataract and cross- 
eyes. His wife would “see the ladies.” Not all lectures, therefore, were completely 
misinforming though the knowledge of a large number, even of physicians, was 
vague and unscientific. Their prescriptions and recommendations published in the 
newspapers are witness to the fact. It was generally known that some diseases 
could be acquired from drinking water, for instance. Yet they disregarded the fact 
that water might be tainted and usually laid the blame on its coldness. Therefore, 
“excessive” drinking of very cold water and such “excessive” bathing as one was 
inclined to do in summer were frowned upon. 

Some idea of the desirability of sanitary living conditions is noted in 1864, how- 
ever, when attention was called to the unhealthy conditions of stagnant water in the 
Red Wing city gutters. Several times in 1867 and 1868 the cleaning of alleys and 


streets under the supervision of the city marshal was ordered in order to prevent 
disease. 


In 1861 there was a slight outbreak of smallpox. The newspapers, preferring to 
advertise their locality as healthy, were slow to publish reports, and, when they did, 
claimed that facts had been greatly exaggerated. In October smallpox appeared in 
Vasa, about ten miles from Red Wing. It also appeared in Dakota County about 
this time, carried to both places, apparently, by immigrant harvest hands from Rice 
County. Several of these cases in the country districts proved fatal. Subsequently 
several cases occurred in a tenement house in East Red Wing which was crowded 
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with immigrants. There were two cases in families near Red Wing and a number 
of scattered cases throughout the city. A school in the vicinity of the tenement 
house was temporarily closed and the city paid for vaccinating hundreds of poor 
people and children. The epidemic seems to have been curbed in about a month. 
It appeared again in 1866 and in 1868, but in a comparatively mild form. Diph- 
theria, which, since its first appearance in Goodhue (1858) had been particularly 
malignant, was widely prevalent in 1862 in the vicinity of Red Wing and on the 
Wisconsin side of the river. Deaths from it were a frequent occurrence. In Feb- 
ruary, 1863, the Goodhue County Volunteer reported: 


There was never so much sickness known in the county as now. It almost seems as 
though the land were visited with a pestilence as well as desolated by war. From every 
part of the county and state we hear the most heart-rending accounts of mortality, partic- 
ularly among the children. In some cases whole families have been swept away, and in many 
places there is hardly a family that has not been invaded. 


After 1863 the disease assumed a milder form and occurred only sporadically. 
In 1864 cerebrospinal meningitis appeared for the first time, as well as a consider- 
able amount of bowel disturbance. The meningitis was mainly confined to the 
Mississippi river area. The majority of cases were children and the mortality was 
about one to six or seven in the clearly defined cases.2, Symptoms were very diver- 
sified. 


In August of the next year another bad epidemic was reported. 


We have never known a time when there has been so much sickness and when disease 
terminates so fatally, with so much certainty as now. Particularly is this the case among the 
children. Almost every family in this city can attest the truth of what we say. One physician 
not long ago made the remark that he had twenty patients, all children, and that he did not 
expect any of them to recover. Adults, too, are victims. With them the complaint takes the 
form of cholera morbus, several cases of which have occurred within the last week.* 


In 1867 the Goodhue County Republican published, “in view of the possible re- 
turn of cholera this summer,” a long account of sanitary measures, purification, 
and measures of restriction advocated at the International Sanitary Conference 
which had met at Constantinople. During the year there were a number of cases 
among immigrants, many of them fatal, some terminating in eight hours. The last 
occasion when cholera patients were brought by boat to Red Wing was in 1868. 
Dr. C. N. Hewitt visited them at the levee and gave them medical aid. The city 
furnished a house for them on an isolated island and there was no further spread 
of the disease. 

Typhoid fever prevailed in 1863 in a particularly malignant form, and for sev- 
eral years following there was a limited but continuous prevalence, without any 
well-defined centers of infection. From 1868 until July of 1869 there was no ty- 
phoid in any form, according to Dr. Sweney, who said it was the longest period 
of, exemption which had ever occurred in his experience of seventeen years. The 
main causes for the disease were less the local conditions than the influx of popu- 
lation and many people contracted the disease before their arrival, due to crowded 
and unsanitary traveling conditions. 

Goodhue County Volunteer, February 25, 1863 


3. 3. 
2. W. W. Sweney: “Epidemics and Endemics of Minnesota.” 
3. The Goodhue County Volunteer, August 17, 1864. 


(To be continued in the March issue.) 
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President's Letter 


SPRING TO ACTION! 


Congress and our State Legislature have reconvened. We still live with a complete sur- 
vival of representative government. The test to which it is submitted by all-out war is terrific. 
It will survive not only the war, but all that follows in its wake. When Lincoln left for 
Washington (the film presentation effectively recreated the event), he bade his friends at 
home a nostalgic farewell that foretold a real separation. Today no citizen chosen to represent 
his region or legislative unit is either separated or insulated from his constituents. He takes 
very definite steps via the press, the radio, official records and letters to take the feel of public 
opinion. 


It should be our obligation as physicians and citizens to keep him informed at all times of 
our opinion, especially in matters relating to the practice of medicine. Likewise, we must 
not fail to help make Doctor Sogge in Saint Paul and Doctor Lawrence in Washington as 
efficient as possible. To adopt a lofty isolation attitude toward the efforts to safeguard the 
public and our profession against immature and unwise legislation, is simply to hand over 
our destinies and public health to the experimenters and uplifters. 


The North Central Medical Conference held in Saint Paul, December 10, was a great 
success. The arrangements made by our Secretary, Mr. R. R. Rosell, were splendid. This 
foregathering of men from seven North Midwestern states, and the vigorous program (Pre- 
paid Medical Service—Postwar Medical Care, et cetera) was most impressive. Rest assured 
—your representatives in Medicine are rapidly mobilizing for effective and judicious leader- 
ship. Our record of past conservation of public welfare and health entitles our profession 
to full and explicit hearing. Now here is the point. Dr. J. S. Lawrence, speaking before 
the Conference upon the subject, “My First Three Months in Washington,” reiterates what 
you already know is essential: Keep in touch with your elected representatives, wherever 
they are; send them letters or telegrams; give them the information they need on any bills or 
measures pending before them; most of all, tell them when, where, and why you expect 
their support. It is the great argument to which they all listen. Therefore, do not permit 
your indifference to let this public opinion swell from faulty and injudicious sources. We 
have earned the right to a first hearing. 


Therefore, when appeals come to you from Doctor Sogge and from Doctor Lawrence, 
spring to action! 
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President, Minnesota State Medical Association. 
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THE MAYO MEMORIAL AT THE UNIVERSITY 
OF MINNESOTA 


are has been aroused among doctors of 
Minnesota by announcement of plans for erec- 
tion of a great center for medical research, teach- 
ing and administration, on the University of Min- 
nesota campus, as a memorial to William J. and 
Charles H. Mayo. Citizens of Minnesota, where 
the Doctors Mayo were born, and where they 
practiced all their lives, will be asked to contribute 
funds. 


A statewide appeal for contributions has al- 
ready begun. Committees are being formed in 
the principal cities and towns of the state to spon- 
sor the appeal. In all places the committees are 
largely composed of lay people, and usually a lay 
person heads the group. However, Duluth’s com- 
mittee, headed by Dr. E. L. Touhy, was the first 
to begin functioning. 

Donations to this scientific project are tax ex- 
empt up to 5 per cent for corporations and 15 
per cent for individuals of net income. 

A bill will be introduced in the current Legis- 
lature asking for an appropriation of $1,000,- 
000.00 for the Memorial. The Committee of 
Founders was established by a concurrent reso- 
lution of the Legislature of two years ago, and 
hence there is every reason to believe that the 
Legislature will take active interest-in this scien- 
tific advancement. Governor Thye has called 
the attention of the Legislature to the matter. 


The proposed building on the University Cam- 
pus is visualized as contributing much to the gen- 
eral public, to industry, to practicing physicians, 
to nurses, to medical students, to returning vet- 
erans, and especially to research. The University 
of Minnesota has long needed such a building to 
provide essential and well co-ordinated physical 
facilities by assembling under one roof and in 
one well-co-ordinated campus the various depart- 
mental research laboratories, with ready access 
to classrooms and hospitals and with centralized 
administration. The Mayo Memorial will create 
in fact a real medical center, where research, the 
training of doctors, and the treatment of patients, 
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will go forward hand in hand every minute of the 
day. 

Although it has not yet been announced in de- 
tail, it will probably soon be made known that 
there are funds available for a proposed School 
of Public Health as a part of the Minnesota Cam- 
pus. All the proposed facilities will provide 
much better refresher courses, help orient doctors 
returning from military service, and above all, 
stimulate research. These facilities will tend to 
hold the best type of men on the University 
faculty. 

Dr. Donald J. Cowling of Carleton College is 
chairman and Dr. George Earl is secretary of the 
Committee of Founders. 

Doctors, of course, will be taking great interest 
in assisting in the completion of facilities for 
the University of Minnesota Medical School 
which will keep this teaching institution in a posi- 
tion of leadership. The council of the Minne- 
sota State Medical Association, at its last meet- 
ing, heartily endorsed the project. 


PSYCHOSOMATIC MEDICINE 


Spain the adjective psychosomatic is appear- 
ing more and more frequently both in medical 
literature and in informal medical discourse and 
since there is a decided increase of interest in the 
actual use of psychological findings and tech- 
niques, it is desirable to consider critically the 
meaning of the term and the procedures which it 
represents. 

The essence of the psychosomatic idea is that 
the psychological and physical approaches to med- 
icine are complimentary and both are ncessary to 
a full understanding of clinical problems. After 
all, physiology and psychology are the same thing 
in the sense that they study the functions of an 
organism but from different points of view. Cer- 
tainly all psychologists and most physiologists 
agree that physiologic functions cannot be studied 
accurately in the human being without consider- 
ation of the emotions present at the time of the 
investigation. Confusion over the role of psycho- 
genesis in medicine results largely from not see- 
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ing that the psychological approach and the phys- 
ical approach are two ways of studying the same 
patient. 

It is unfortunately true that most of us in 
medicine have been brought up to accept more or 
less completely the dualistic concept of a separate 
body and mind. Hence we need some such term 
as psychosomatic to bridge the gap which we find 
before us. While the psychosomatic idea is not 
new, its terminology represents the latest, most 
popular and successful version of the ancient 
mind body problem. Any term or device which 
leads the physician adequately to consider and 
evaluate the social and emotional life of his pa- 
tient will result in better diagnosis and treat- 
ment. 

The psychosomatic approach, taken in the study 
of any disease, will yield greater knowledge than 
we could get by the physical approach alone. 
The most useful results can naturally be ex- 
pected in those conditions in which the effect of 
emotion is most important and evident. Most of 
the studies to date have been conducted on dis- 
orders of the skin, the cardiovascular system and 
the gastro-intestinal tract, where the effect. of 
emotion has long been clearly recognized. Clin- 
ical studies and laboratory experiments have pro- 
duced good evidence to show that peptic ulcer, for 
example, tends to occur in individuals of a certain 
temperament and that exacerbations and remis- 
sions of attacks are related to the life situations 
of the patient. Studies in hypertension, asthma, 
allergies and many other conditions, although 
sometimes less well worked out, yield promising 
information. 

But in some ways the term psychomatic is un- 
fortunate. By referring both to mind and to 
body, it tends to perpetuate the very thing it is 
designed to overcome; namely, the artificial di- 
chotomy which handicaps medicine. Thus it may 
tend to stand in the way of attaining a thorough- 
ly scientific understanding of the functions of the 
total individual in his environment. Moreover, 
since there is reluctance on the part of both the 
physician and the patient to use and accept such 
relatively accurate terms as psychoneurosis, the 
physician may yield to temptation and label any 
condition in which psychogenesis is prominent as 
a “psychosomatic disorder.” The result will be a 
loss of precision. And, on the other hand, the 
term “psychosomatic disease” will lose its concep- 
tual value if it is loosely applied to all psychogenic 
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processes and disturbances of the psyche. How- 
ever, in spite of the theoretical and semantic ob- 
jections, it serves a practical purpose and will be 
used as long as the need exists. It should be re- 
stricted to those conditions in which a structural 
alteration or severe physiological disturbance is 
believed to have psychogenic factors as an impor- 
tant part of the etiology. 

Even those physicians who are familiar with 
psychosomatic findings and techniques in a gen- 
eral way often fail to appreciate fully certain 
considerations : 


1. They neither realize the amount of time 
necessary for an adequate inquiry into the pa- 
tient’s background and personal characteristics, 
nor do they know how to conduct this sort of in- 
quiry. 

2. They fail to recognize the true nature of 
psychogenic factors, tending to see causuality in 
superficial situational difficulties which are actual- 
ly the result of the patient’s earlier inadequacies. 
Or, on the other hand, they fail to see causuality 
because the factors which come to light do not 
appear sufficiently dramatic, although they are 
actually very important in the understanding of 
the case because of the existing personality 
framework within which they occur. 

3. They fail to recognize or understand the 
very important role of the many more or less un- 
conscious mental functions; these are not readily 
detected or remedied unless one has special psy- 
chiatric training. 

4. They follow the unwarranted but common 
tendency to consider all illness as either organic 
or psychoneurotic; whereas they should evaluate 
the various psychogenic factors which may op- 
erate in any case where there are organic find- 
ings. 


~ 


5. They fail to recognize that psychogenesis 
is effected through usual physiological channels 
and is not some type of mystical process. 


Psychosomatic medicine has much to offer, but 
its advocates would do well to keep in mind the 
following cautions: First, when psychological and 
physical symptoms occur together or in sequence, 
it does not necessarily follow that one causes the 
other; they may both be manifestations of the 
same cause, or they may be due to separate causes. 
Second, psychosomatic medicine offers no easy 
road to clinical success; much study and long 


MINNESOTA MEDICINE 


prac 
fina’ 


and 





EDITORIAL 


practice are required to attain competence. And, 
finally, there is no substitute for common sense 
and thorough clinical work. 

Burtrum C, ScHIELE, M.D. 


ASSOCIATION OF AMERICAN PHYSICIANS 
AND SURGEONS 
2 iw Association of American Physicians and 
Surgeons was organized in 1943 with head- 
quarters in Gary, Indiana, by members of the 
Lake County Medical Society, Indiana, who felt 
that the American system of the private practice 
of medicine was threatened by legislation in 
Washington, and something ought to be done 
about it. The organization concerns itself pri- 
marily with publicity and legislative activity, and 
has become national in its membership. The As- 
sociation is similar to the Western States Public 
Health League, also organized in 1943 in the far 
western states for similar purposes, including 
the establishment of a medical service bureau in 
Washington at a time when the American Medical 
Association seemed hesitant about taking such a 
step. 

The profession has been recently circularized 
by the Association of American Physicians and 
Surgeons, calling attention to the renewed threat 
of state medicine with the return of Senator 
Wagner of New York State to Washington, and 
the increase in power of the Political Action 
Committee of the CIO which demands state med- 
icine. 

One of the purposes of this Association is to 
enroll at least a majority of the physicians in the 
country. Membership fee is $10.00, and mem- 
bers promise to refuse to take part in state medi- 
cine if enacted. It seems reasonable to conclude 
that if the majority of physicians refused to be- 
come the employes of the Federal Government, 
state medicine would become a fiasco. Whether 
any organization of physicians, the members of 
which refused to accept government employment, 
would be open to legal action on the part of the 
government is a legal question about which we are 
uninformed. In the United States almost anyone 
can sue anyone for anything, and in view of 
past experiences, the government might well take 
such a step. On the other hand, the refusal to 
take a governmental job could not be interpreted 
in the nature of a strike, as physicians work for 
patients and not for the government. The Wag- 
ner-Murray-Dingell Bill provided for voluntary 
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co-operation on the part of physicians, and we 
cannot conceive of compulsion in any bill which 
might be enacted. 


It hardly seems necessary, however, to form 
another national organization for the purpose of 
presenting a united front on the question of 
accepting or refusing governmental employment, 
should it be offered. The physicians of the coun- 
try are organized in county, state, and national 
organizations, and should be able to present a 
united front if and when state medicine is enacted 
into law. How firmly, however, members of the 
American Medical Association would stand to- 
gether on this proposition is a question. The 


British Medical Association did not take such a 
stand, much to the detriment of medical practice 
in Britain, although British physicians are said 
not to have suffered financially. 


At least, the Association of American Physi- 
cians and Surgeons has brought the question of 
our attitude towards the possible enactment of 
state medicine to the fore, and the subject pro- 
vides food for thought. 


EXPANSION OF MEDICAL SCHOOL POST- 
GRADUATE INSTRUCTION 


— surveys of the desires of medical 
officers in the armed services indicate that a 
large percentage feel the need of postgraduate 
study following discharge from service before 
renewing private practice. This will tax the fa- 
cilities of medical schools and hospitals and will 
require expansion in teaching personnel and avail- 
able clinical material. 

The Medical School of the University of Min- 
nesota is making plans to accommodate returning 
Minnesota physicians. Part of the expansion in- 
cludes the employment of two full-time faculty 
members to have charge of teaching medicine 
and surgery at the Ancker Hospital, Saint Paul, 
which will utilize the facilities of this large 
municipal hospital for teaching purposes. The 
number of full-time faculty teachers may be 
extended to other specialties if the demand 
warrants. The staff of the hospital recently voted 
unanimously to co-operate with the Medical 
School in the proposal. 

The program includes more than doubling the 
number of medical school fellowships, providing 
for more clinical assistants on a six to twelve 

(Continued on Page 155) 
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RURAL HEALTH PROBLEMS AS FARM 
LEADERS SEE THEM 


Proceedings have just been published of a 
conference on medical care and health services 
for rural people, held recently by the Farm Foun- 
dation in Chicago. 

These proceedings are published verbatim and 
should be required reading for every physician 
who is thinking seriously about the shape of 
things to come. 

It will not be news to physicians that organ- 
ized farm groups are actively concerned about 
inadequate medical services in sparsely~settled 
areas and among marginal farmers. Doctors, 
themselves, are well aware of the fact that there 
are many such unsolved rural problems, though 
they may not be aware of the extent to which 
farmer leaders are concerning themselves about 
self-supporting middle income farmers. 

It will not be news, either, that farm group 
leaders in some localities have occasionally been 
affronted by what they regard as unjustified 
opposition from medical societies to some of 
their well-meant planning. 


Book Reflects Demand 

The book is enlightening, nevertheless. It 
underlines the rural problem generally, a problem 
of which some medical men are not yet fully 
informed. It reflects impressively the volume and 
articulateness of the demand among lay groups 
for extensive additions and changes in medical 
and health services for farm people.’ And, 
incidentally, it presents the medical profession 
in the light, rather, of a problem child whose 
capacities and accomplishments are respected 
while his general refractoriness is deplored. 
This, too, is a point of view which should be 
known to the medical profession. 

Many of the sources of anxiety expressed at 
this meeting are, of course, well justified and 
generally recognized by medical authorities as 
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well as farm leaders. Among them is the 
shortage of doctors in rural areas; the need for 
additional hospital and diagnostic facilities, and 
especially for regional planning of new facilities; 
the need for providing help to areas which are 
unable to support adequate facilities unaided; 
the need for great expansion in organized public 
health services. 


Voluntary Plans Preferred 

Farm leaders are also convinced, apparently, 
of the desirability for spreading costs of medical 
and hospital services by the insurance method and 
are earnestly canvassing possibilities in the hope 
of embarking on experiments of their own as 
soon as the war is over. In this, also, they 
have the interest and agreement, in principle, of 
the medical profession. 

It is important to note that the majority are 
thinking in terms of voluntary plans, with sub- 
sidies as needed, and not about compulsory plans, 
as part of an expanded social security program. 
As a matter of fact, social security in its present 
form does not apply extensively in rural districts 
and there is obviously considerable doubt of its 
acceptance by farmers. 

Points of departure from medical thinking be- 
gin, apparently, with the question of control. 
Most spokesmen for farm organizations, as well 
as many of the lay experts present, were firm in 
their belief that control of prepayment plans 
should rest with the people who pay the premiums 
and buy the service rather than with the people 
who provide them. All of them acknowledge, as 
a matter of course, that medical aspects should be 
controlled by medical men. But few were able 
to see any reason why such professional control 
could not be comfortably and smoothly adjusted 
to lay control of finance and administration. 


Surgical Coverage Not the Answer 
Furthermore, the majority, while interested in 
plans for coverage of surgical and obstetrical ex- 
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pense in the hospital, appeared to be impatient of 
such limited and partial beginnings. Most of 
them are clearly putting their emphasis upon pre- 
ventive medicine and they are virtually unani- 
mous in the feeling that surgical coverage does 
not answer their problems and that the cost is too 
high for the benefits provided. 

Indeed, their chief interest does not lie in try- 
ing to find a way to meet already existing de- 
mands. They admit that the majority of farmers 
do not demand any extensive preventive medical 
and health service. What they want to do is to 
create a new demand—to educate rural people to 
the importance of preventive services—and then 
to go out and provide the services, by some 
mechanism or other, to take care of the demand. 


“Too Little for Too Much” 


As for the medical profession, itself, com- 
plaints against it were frequent and occasionally 
acrimonious. Following is the gist of them. Com- 
plete control of insurance plans must not be left 
in the hands of doctors and hospitals, they ‘be- 
lieve, because doctors and hospitals will always 
tend to limit service and elevate costs; experi- 
ments now in existence under medical society 
management reflect the tendency. The doctors 
provide too little for too much, they say, and 
medicine is really interested only in maintaining 
to the last possible moment the sliding fee, and 
fee-for-service practice, among those who can 
pay the fees. Enabling acts permitting organi- 
zation of nonprofit prepayment plans have been 
secured by medical associations in many states; 
but they believe these acts have been used, too 
often, chiefly to keep others from stepping into 
the picture. In some cases (Ohio was mentioned 
particularly), they have been used, not to foster 
medical insurance plans, but to delay them. 


They Study, Too 


One woman delegate reported with some irri- 
tation that her own farm community group had 
been ready with a plan for some tinre and had re- 
ceived a courteous hearing and vague promises 
for the same length of time from the medical so- 
ciety. She had been put off repeatedly with the 
excuse that a new committee had been appointed 
and the committee was “making a study.” 

Perhaps it is unfair, in that connection, to note 
that this assembly of farm leaders also appointed 
a committee. The committee was to be a small 
working group of farm people, exclusively, and 
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it was to bring to the delegates before their ad- 
journment some concrete proposals for them to 
take home and consider. The committee met; 
but it did not produce any definite proposals to 
consider. Instead, too, it decided to form a new 
committee and make a study. 


County Officers to Discuss Rural Health 


Serious concern with rural health and med- 
ical problems is to be found, also, in the pro- 
gram of the annual County Officers Meeting of 
the Minnesota State Medical Association to be 
held Saturday, Feb. 24, at the Saint Paul Hotel. 

County medical society officers will discuss the 
question from many points of view, including 
the shortage of doctors, hospital needs, nursing 
problems, the feasibility of rural diagnostic cen- 
ters, and future public health requirements. 

It goes without saying that these discussions 
will be concerned more with the facts of a diffi- 
cult situation and less with theory. But the ob- 
jective will be the same as that of the Chicago 
meeting of farm leaders; and it is to be hoped 
that out of the deliberations of both doctors and 
community leaders, a comprehensive, integrated 
and progressive policy can be developed upon 
which all enlightened men and women can base 
their postwar efforts to improve health. 

It is certain that physicians, with much at stake, 
cannot fail to take full account of the interest 
manifested by many lay bodies in the extension 
of their services after the war. If they are to 
retain leadership in their own field they must be 
ready with proposals that will satisfy the demand 
and at the same time safeguard advances already 
made in medicine and the public health. 





RHODE ISLAND CASH BENEFIT PLAN 
REPORTED UNSOUND 


In view of the fact that legislation is now be- 
ing considered in Minnesota calling for cash 
benefits during sickness as part of the state’s 
social security system, a recent report of one full 
year’s experience with a cash benefit system in 
Rhode Island is highly significant. 

It is reliably reported that the Rhode Island 
plan is already financially unsound, that in nine- 
teen months of benefit payments not enough had 
been added to the reserve fund to pay out a single 
week’s benefits at present rates. 

Rhode Island is the first state to add cash sick- 
ness benefits to its social security structure. It is 
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one of only four states where employes contribute 
to the unemployment insurance fund. The un- 
employment insurance fund mounted during the 
war period and the cash benefit plan was insti- 
tuted without great opposition as an alternative to 
possible demands for reduction of the employe 
tax. Collections of contributions to the cash bene- 
fit fund began seven months before benefits were 
paid. At that time, April 1, 1943, the reserve fund 
amounted to $2,659,937.33. By October 31, 1944, 
after 19 months of benefit payments, only $98,- 
747 had been added to the reserve and it is esti- 
mated that the fund will be totally exhausted at 
the end of about two and one half years, if pres- 
ent benefit rates are continued. 


Employe-Abuse Is Factor 

This early threat of financial collapse in a pe- 
riod of full employment appears to stem mainly 
from employe-abuse. From April 1, 1943, to 
March 13, 1944, benefits averaging $119 were 
paid to one out of every eight wage earners 
covered by law. The trend of benefit payments 
was constantly upward and, contrary to general 
experience, the payments reached the lowest point 
in December, January and February and the 
highest point in May, June and July. Pleasant 
summer days appear to have played some part 
in this reversal of ordinary sickness experience, 
especially in view of the fact that no epidemics 
were reported during the period in Rhode Island. 

Prosecution of violators of provisions of the 
act has been stepped up, it is reported. After 
two sentences had been passed by the courts, $3,- 
500 was returned by persons who appeared to 
have obtained benefit payments illegally. An in- 
vestigation is now under way, it is said, on 2,000 
cases in which beneficiaries are under suspicion 
of having received wages for weeks during which 
sick benefits were also collected. 

Initially, certification of eligibility was left in 
the hands of the worker’s private physician. The 
doctors, themselves, did not ask for this provi- 
sion and were not consulted at any point during 
the passage of the legislation. From the start they 
feared the pressures that might be brought to bear 
upon them by patients. Subsequent events 
showed their fears to be justified and the plan 
was modified to provide for special medical 
boards to assist in the work of certification. 
Abuses which marked the later months of the 
year cannot therefore be charged to collusion of 
physicians. 
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St. Peter Physician Fined $250 on Narcotic Charge 


Re: United States of America vs. Arthur M. Thom- 
son, M.D. 


On January 16, 1945, Dr. Arthur M. Thomson, 
sixty-seven years of age, St. Peter, Minnesota, was 
fined $250 after entering a plea of guilty in the United 
States District Court at Mankato, to an indictment 
charging him with four violations of the Harrison 
Narcotic Law. In the first count Dr. Thomson was 
charged with unlawfully selling, on September 21, 1944, 
100 %4-grain morphine sulphate hypodermic tablets to 
Gust C. Lange, an informer for the Government, for 
$15.00. A similar sale was made to the same individ- 
ual by Dr. Thomson on September 26, 1944, for which 
he received $20.00. On October i 1944, Dr. Thomson 
sold the same informer 4 grains of cocaine hydrochlor- 
ide crystals for $5.00. On October 23, 1944, Dr. Thom- 
son sold Lange 5 grains of cocaine hydrochloride crys- 
tals for $10.00. In addition to the fine imposed by 
Judge Matthew M. Joyce, the Court placed Dr. Thom- 
son on probation for a period of three years. 

Dr. Thomson is a graduate of the Medical School 
of the University of Minnesota in 1904. He was li- 
censed by examination the same year. For thirty-eight 
years Dr. Thomson practiced at Cleveland, Minnesota. 
For the past two years he has been a physician at the 
State Hospital at St. Peter. Dr. Thomson will have 
to show cause at the next meeting of the State Board 
of Medical Examiners, why his license as a physician 
should not be revoked. 


Sherburn Physician Pleads Guilty to Narcotic Charge 
Re: United States of America vs. Merlyn J. Lindahl, 
M.D 


On January 16, 1945, Dr. Merlyn J. Lindahl, forty- 
three years of age, Sherburn, Minnesota, pleaded guilty 
to an indictment in the United States District Court at 
Mankato. Dr. Lindahl was charged with three separate 
violations of the Harrison Narcotic Act. In the first 
count Dr. Lindahl was charged with illegally selling to 
one Gust C. Lange, an informer for the Federal Govern- 
ment, on or about September 6, 1944, ten %4-grain 
hypodermic morphine sulphate tablets and sixteen 1/20- 
grain hypodermic dilaudid tablets for $6.00. In the 
second count Dr. Lindahl was charged with illegal sale, 
to the same individual, on October 3, 1944, of twenty 
14-grain morphine sulphate hypodermic tablets for $3.00. 
In the third count Dr. Lindahl was charged with the 
illegal sale, to the same person, on October 16, 1944, 
of twent Y- -grain morphine sulphate hypodermic tab- 
lets for $5.00. Judge Matthew M. Joyce of the United 
States District Court sentenced Dr. Lindahl to pay a 
fine of $1,200 on the first count and to stand committed 
to a penal institution until the fine was paid. On the 
second and third counts Judge Joyce placed Dr. Lindahl 
on probation for three years. Dr. Lindahl paid the 
fine. Before imposing sentence, Judge Joyce strongly 
rebuked Dr. Lindahl for his misconduct and for “dis- 
gracing an honorable profession.” 

Dr. 4 indahl graduated from: the Medical School of the 
University of Minnesota in 1926, and was licensed in 
Minnesota by examination the same year. He has prac- 
ticed at Sherburn for the past seven years. Before that 
time he practiced at Pipestone, Jasper, Winthrop and 
Braham, Minnesota. Dr. Lindahl has been cited to show 
cause before the Minnesota State Board of Medical 
Examiners why his license as a physician and surgeon 
should not be revoked. 
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Minnesota Academy of Medicine 


Meeting of November 8, 1944 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club, on Wednesday evening, November 8, 1944. Din- 
ner was served at 7 o’clock and the meeting was called 
to order at 8:10 by the Vice President, Dr. A. G. 
Schulze. 

There were thirty-five members and two guests pres- 
ent. 

Minutes of the October meeting were read and ap- 
proved. 

Dr. Schulze appointed the following committee to 
draw up a Memorial to Dr. Max Hoffman: Drs. Hall, 
Zimmermann and Drake. 

The scientific program followed. 


THE SURGEON AND THE ULCER PROBLEM 
OWEN H. WANGENSTEEN, M.D. 


Minneapolis, Minnesota 


Mortality and Morbidity Caused by Ulcer 

Over a thirty-year interval, the mortality from ulcer 
(gastric and duodenal) in this country has remained at 
a constant level of slightly more than four deaths per 
100,000 of population. The morbidity or illness suffered 
by patients with ulcer is economically, at least, even 
more important, in that, for every patient dying of ul- 
cer, there is a far larger number suffering from the dis- 
abilities caused by the disorder. 


Ulcer Genesis 


The work of our experimental laboratory on the 
genesis of ulcer has lent renewed emphasis to the stress 
put upon the acid factor by the Mann-Williamson ex- 
periment, in which the alkaline digestive secretions are 
dumped into the terminal ileum. By stimulating the 
endogenous mechanism of the stomach to secrete under 
the stimulating influence of histamine liberated slowly 
from beeswax, ulcers can be produced in a variety of 
animals.? 


Latterly, however, some observations made upon pa- 
tients and in the laboratory suggest that the vascular 
factor may play an important role as an initiating in- 
fluence in the origin of ulcer. Before employment of 
suction attached to inlying duodenal tubes became fre- 
quent practice in surgical clinics in the management of 
postoperative distension, hematemesis was observed not 
uncommonly as a postoperative complication of intes- 
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tinal distension—a condition described by von Eisels- 
berg in 1899. During the past few years, hematemesis 
was observed in our clinic in a few patients with frac- 
tures.5 When a third such patient was observed, the 
observation was submitted to expermiental scrutiny in 
the laboratory. It was found in small laboratory ani- 
mals in which fractures were produced that, ulcers 
were provoked not infrequently.4 Our first thesis was 
that it was a histamine effect. However, in dogs with 
isolated gastric pouches, the typical histamine-like ef- 
fect, viz.: augmentation of gastric secretion, did not 
occur... It was then found too that ulcer could 
be provoked in small laboratory animals by the intra- 
venous injection of a small amount ('1 c.c.) of human fat. 
These observations suggest that plugging of end vessels 
in the gastric mucosa may lower the resistance of the 
mucosa to digestion by its own secretions. This oc- 
currence raises the question of whether ulcer may be 
produced by invoking spasm of the gastric muscles or 
its vessels. Interestingly enough, a few trial experiments 
indicate that repeated daily injections of pitressin or 
adrenalin will provoke ulcer in rabbits and guinea pigs? 
Furthermore, neither of these agents, nor fat injected 
intravenously, augment secretion from isolated gastric 
pouches in dogs. 


Whereas acid-peptic digestion is probably the penulti- 
mate cause of ulcer, it would appear that there are 
other contributory factors such as arterial spasm which 
may be responsible for breaking down the resistance of 
the gastric mucosa to digestion by the acid-peptic juice, 
thus setting in motion the chain of events which leads 
to ulcer formation. If colloidal particles such as fat 
may plug the mucosal end vessels, it may be reasonable 
to inquire if bacterial emboli might not do the same 
thing. 


The Indications for Operation in Ulcer 


The long hours of starvation between supper and 
breakfast constitute an important item in rendering the 
conservative management of ulcer less effective than it 
might otherwise be. Unlike laboratory animals, whose 
stomachs normally contain food for some considerable 
time after its ingestion, man’s stomach is frequently 
empty, especially if the fat content of the ingested food 
is low, within five hours after eating. Employing the 
alarm clock to waken the patient at night for supple- 
mentary feedings at three-hour intervals helps materially 
in overcoming the autodigestion suffered on the score of 
an empty stomach. 


Despite employment of all the adjuvant measures 
which may be invoked to set aside the effects of the 
acid-peptic digestive juice upon the gastric or duodenal 
wall, a number of patients develop complications which 
demand surgical help. Eighty per cent of the 400 pa- 
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tients who have undergone gastric resection for ulcer 
at the University Hospitals during the past six years 
have had one or more of the complications common to 
ulcer patients. In 20 per cent of instances, gastric resec- 
tion has been done because of chronic pain and disability 
despite carefully supervised medical management. 

Obstruction from a para-pyloric ulcer, whether on the 
gastric or duodenal side, is brought about largely by 
penetrated or penetrating ulcers. Stenosis, in my ex- 
perience, is decidedly uncommon. The penetrated ulcer 
is accompanied usually by an area of induration. This 
factor, together with spasm and edema, suffice to cause 
persistent pyloric obstruction. 

In this clinic we have come to feel that the bleeding 
ulcer appears to be a more serious problem than 
perforation. A policy of operating upon such patients 
before their condition becomes critical undoubtedly will 
diminish deaths from hemorrhage. Such operations 
are trying at best and should be undertaken only 
by those prepared to deal with the exigencies of 
a gastric resection under difficult circumstances. Physi- 
cians generally will do well to give more careful con- 
sideration to the item of well-timed surgery in the man- 
agement of bleeding ulcer. In our clinic, studied effort 
to meet adequately the various problems presented by 
perforation virtually has done away with the serious 
threat to life formerly presented by this complication. On 
the contrary, our experience suggests definitely that the 
hazards of massive hemorrhage, particularly in the pa- 
tient past sixty years of age, are real. 

More and more, physicians generally are becoming 
alert to the fact that, in many instances, benign and ma- 
lignant gastric lesions cannot be differentiated with 
certainty. In instances in which there is a reasonable 
doubt recourse should be had to operation. In prepy- 
loric lesions, in particular, the likelihood of a persistent 
defect being neoplastic in nature is real, approximating 
25 per cent. Inasmuch as the risks of resection in ex- 
perienced hands in elective procedures do not exceed 2 
per cent, much is to be gained by early operation. 


Criteria of a Satisfactory Operation for Ulcer 


The objectives of a satisfactory operation for ulcer 
are: (1) subjective relief of symptoms; (2) ablation 
of the ulcer diathesis and prevention of recurrent ulcer; 
(3) accomplishment of these objectives with minimal 
risk and without compromising the future for the pa- 
tient. Such a procedure envisages: (1) extensive gas- 
tric (three-quarter) resection; (2) removal of the an- 
trum; (3) removal of the lesser curvature; (4) com- 
pletion of the operation by the establishment of a gastro- 
jejunal stoma with a short afferent duodenal loop, the 
anastomosis being made at or just proximal to the liga- 
ment of Treitz. An operation which is safe and tech- 
nically correct assures the recovery of the patient; if 
the operation is also physiologically sound, the patient 
will remain well and free from ulcer recurrence. The 
histamine in beeswax technique has constituted an im- 
portant means of determining whether a given operation 
will protect against the ulcer diathesis.* Our observa- 
tions in the experimental laboratory and our experience 
with the efficacy of operations for ulcer in patients are 
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in accord and suggest that only operations which incet 
the requirements outlined above will preclude ulcer re- 
currence. 

The mistrust of internists, actuaries and the military 
examining boards in the ability of surgeons to perform 
operations for ulcer which will prevent ulcer recur- 
rence is not without foundation. However, strict ad- 
herence to the fundamental principles of a satisfactory 
operation will reduce stomal ulcer to a minimum. In 
400 consecutive gastric resections for ulcer (Group III 
and IVA operations) only one recurrent gastrojejunal 
ulcer has been observed to date. In that patient, only 
155 grams of stomach was removed (including 6 cms. of 
jejunum, not weighed separately); the average weight 
of the excised stomach in gastric resection for unob- 
structed ulcer is approximately 185 grams. This patient 
had a gastrojejunal ulcer following an antecedent gastro- 
jejunostomy and was large and hypersthenic; in other 
words, owing to his obesity, we probably did not remove 
as much stomach as I thought we had done. This pa- 
tient was also an inveterate smoker, smoking three to 
four packages of cigarettes daily. Also about the time 
that the ulcer recurrence (stomal ulcer) was noted, evi- 
dence of heart failure on the score of hypertension was 
noted. On withdrawal of tobacco and supervised med- 
ical management, this patient has done well and radio- 
graphic evidence of the stomal ulcer has disappeared. 

Latterly, until this recurrence was experienced, I had 
come to think that the intractable or uncontrollable ulcer 
was a myth. The very fact that stomal ulcer may de- 
velop when the tenets of a satisfactory operation de- 
scribed above are met suggests the importance of meet- 
ing all these criteria adequately. If stomal ulcer never 
occurred after the operation described, one might rea- 
sonably ask: Are you not overdoing it? 


Causes of Failure After Gastric Resection 

Four patients who had undergone gastric resection 
for ulcer elsewhere, have been seen in this clinic during 
the past two years. The causes of recurrent stomal 
ulcer in these patients fall essentially into the following 
groups, listed in the order of their importance: 

1. The most frequent cause is failure to resect enough 
stomach. In unobstructed stomachs, the usual weight 
of the resected specimen removed at the time of gastric 
resection averages about 185 grams. In three of the 
patients in this group, the weight of the gastric tissue 
removed at the time of the second resection was ap- 
proximately that amount, indicating that the extent of 
the resection at the first operation was inadequate. Inas- 
much as it was necessary to remove so much gastric tis- 
sue to leave the customary 25 per cent sized gastric 
pouch, it is not unlikely that the patients had large 
stomachs occasioned by pyloric obstruction at the time 
of the first operation. 

2. Employing too long an afferent loop in the gastro- 
jejunal anastomosis invites recurrent ulcer. In this lab- 
oratory, the validity of the thesis that a short afferent 
loop is important in thwarting recurrent ulcer after 
gastric resection, has been established. The manner in 
which the long afferent loop predisposes to recurrent 
stomal ulcer is that it shunts the secretion from the 
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residual gastric pouch from the richest secretin-bearing 
area of the bowel, viz: the duodenum and the upper je- 
junum. After gastric resection, made at the ligament of 
Treitz or just proximal to it, the regurgitation of barium 
into the blind proximal duodenal loop is visualized quite 
regularly on roentgen examination, suggesting that the 
opportunity for absorption of secretin from the duodenal 
mucosa is operating in the normal manner. 

3. Failure to excise the antral mucosa completely in- 
vities recurrence of gastrojejunal ulcer. In two of these 
four patients, this factor was a contributing cause. That 
this cause alone may be responsible for recurrent ulcer 
in patients who have had an otherwise satisfactory gas- 
tric resection would appear to have been established. 
Previously two patients were reported from this clinic 
who had undergone the three-quarter gastric resection; 
however, owing to the difficulties presented by an inflam- 
matory mass at the pyloric outlet, the prepyloric antral 
segment was left, stomal ulcer developed and in one pa- 
tient, its excision effected a cure; in the other, reresec- 
tion was carried out after excision of the antral seg- 
ment with complete relief of symptoms.® 

4. Failure to excise the lesser curvature completely 
may invite recurrent stomal ulcer. The lesser curvature, 
like the antrum and the first portion of the duodenum, 
are unrugated and present relatively smooth mucosal 
surfaces. Such smooth unrugated surfaces are con- 
stantly exposed to the acid-peptic digestive action of 
gastric juice and have far less opportunity to escape 
than highly rugated surfaces such as the fundic or 
corporic mucosa. The capacity of the rugated mucosa 
to move on the muscularis mucosa is well known; 
thereby, its folds escape constant submersion beneath 
the acid-peptic digestive fluid. Furthermore, complete 
excision of the lesser curvature provides the surgeon 
with the opportunity to remove a good portion of the 
vagal influence to the residual gastric pouch, thereby 
lessening materially psychic stimulation of gastric secre- 
tion. 


Summary 


The importance of arteriosclerosis of visceral arter- 
ies and arterial spasm as contributing factors in render- 
ing the gastric or duodenal mucosa susceptible to diges- 
tion by the acid-peptic juice is described. It is pointed 
out also that fat embolism accompanying fractures may 
plug the end arteries of the gastric mucosa and doing 
so, initiate the beginnings of ulcer. 

Massive hemorrhage from the standpoint of mortality 
constitutes the most serious complication of ulcer. Re- 
course to earlier and well-timed operation is suggested 
as a means of lessening the hazards of hemorrhage, par- 
ticularly in older people. 

A satisfactory operation for ulcer must be safe and 
technically correct; it must also be physiologically sound 
to preclude ulcer recurrence. Gastric resection carried 
out on the Billroth II plan of operation incorporating 
the following criteria would appear to be a satisfactory 
operation : 

1. Extensive gastric (three-quarter) resection; 

2. Removal of the antral mucosa; 

3. Completion of the operation by the establishment 
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of a gastrojejunal stoma with a short afferent duo- 
denal loop, the anastomosis being made at or just 
proximal to the duodenojejunal suspensory liga- 
ment; 

4. Excision of the lesser curvature. 
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Discussion 


Dr. M. B. VisscHer, U. of M.: I am anxious to 
make one or two points. I think the work Dr. Wan- 
gensteen has reported is a very excellent demonstration 
of the usefulness of experimental physiology as an ap- 
proach to surgical problems. He has given us a very 
important example of how physiologic studies can be 
used for improving clinical work. With regard to one 
or two of the points which he raises, the question of ob- 
struction to the endarterioles is a problem that has not 
been given the attention it deserves in the field of med- 
icine. We know so little about obstructive phenomena in 
the blood vessels, yet they are extremely important 
things. We cannot account on simple morphological 
grounds for a large fraction of closures of the coronary 
vessels. The point Dr. Wangensteen raises in the ques- 
tion of particulate matter in the blood—in this instance, 
fat emboli—is important because practically no work has 
been done on the suspension stability of blood in dis- 
ease. The larger or smaller fat droplets in the blood 
may have to coalesce in order to act as emboli. I think it 
would be well to ascertain more about this important 
question. Within the last year Dr. Martinez and I have 
been working on occlusion of the coronary vessels with 
suspensions of colloids. The thing that has amazed us is 
the fact that one can have temporary signs of acute 
damage to the coronary circulation with characteristic 
changes in the electrocardiogram and other evidence of 
acute coronary occlusion and these animals will make 
almost complete recovery in a week or two. There are 
obviously potentialities for an adequate collateral cir- 
culation. I wonder whether or not cutting off the local 
circulation does not occur very frequently and the col- 
lateral circulation does not develop fast enough in some 
instances. Perhaps the failure to establish collaterals 
rapidly is responsible for the condition you have called 
the ulcer diathesis. We know so little about what the 
word means. 

Dr. Gorvon R. KaMMAN, Saint Paul: It may seem 
strange for the neurologist to be interested in gastric 
ulcer, but I think Dr. Wangensteen’s statement as to 
the penultimate cause is quite correct. It appears that 
the surgeons are at last beginning to see the light, i.e., 
they recognize acid as being only the penultimate cause. 
Dr. Wangensteen has said “a-gain and a-gain and a-gain” 
that acid is the “penultimate” cause of gastric ulcer. 
Now, what is the ultimate cause? Dr. Wangensteen has 
mentioned histamine, pitressin, adrenalin, and other sub- 
stances which encourage the secretion of hydrochloric 
acid and thereby produce ulcer. But he has not gone 
far enough. I am sure that the psychiatric situations 
which we encounter can be the precursors of gastric ul- 
cer. That gastric ulcer may be neurogenic in nature was 
shown many years ago by the celebrated Dr. Harvey 
Cushing. Dr. Cushing observed and pointed out the 
fact that in many cases of brain tumor gastric ulcer 


147 





MINNESOTA ACADEMY OF MEDICINE 


was not uncommon. I myself have seen a number of 
cases of tumor of the frontal lobe in which gastric ulcer 
was demonstrable by the roentgenogram. This occurs 
with sufficient frequency to indicate that it is not mere 
happenstance. 

How does this come about? I believe that it is as 
follows: We know that the cerebral center for emotional 
reactions is in the thalamus. We also know that the 
cerebral center for the sympathetic nervous system is in 
the hypothalamus. We also know that the sympathetic 
nervous system affects the functions of the abdominal 
viscera such as the pancreas, stomach, adrenal glands, 
etc. Therefore, through a cortical-thalamic-hypothalamic- 
sympathetic-visceral chain of events, it becomes quite 
clear that emotional stimuli may have a great deal to 
do with the functions of the abdominal viscera, i.e., the 
secretion of hydrochloric acid in the stomach and, there- 
fore, the production of gastric ulcer. Therefore, the 
psychiatric situations, the emotional state, is the ulttmate 
cause of gastric ulcer and the hydrochloric acid is mere- 
ly the penultimate cause. 

Dr. Wangensteen has mentioned “medical cures” of 
gastric ulcer and still the patients have their ulcer. I 
cannot see that these patients have achieved a medical 
cure. True enough, they have been filled up with a lot 
of alkali, they have been given belladonna until their 
mouths are dry, but no attempt has been made to get in 
back of the penultimate cause and find out what is the 
psychiatric situation responsible for the hyper secretion 
of hydrochloric acid in their stomach. Many ulcer pa- 
tients whom I have seen have been living in constant 
fear. Their physicians have told them that if the med- 
ical treatment does not work they will have to have 
three-fifths of their stomachs removed. They have been 
given a great deal of medicine, meticulous attention has 
been paid to their diet, they have been given a lot of 
material which saponifies in the large bowel and causes 
constipation, and, instead of giving them mental peace 
and comfort, the treatment has served only to make them 
more apprehensive and increase the psychiatric reason 
for their hyperacidity. Another example of a good psy- 
chiatric case is the man who could not stop smoking 
while under ulcer treatment. Dr. Wangensteen says that 
if this man had stopped smoking the treatment probably 
would have been successful. I ask what were his 
psychiatric needs that impelled him to continue to smoke 
when he had been told that it was harmful for him to 
do so? 

The fact that an ulcer can be experimentally pro- 
duced in animals does not rule out the neurotic factor. 
Masserman, of Chicago, has succeéded over and over 
again in producing experimental neuroses in cats and 
other animals. I am not going into the methods of pro- 
cedure, but there is no question but what a cat can be 
made definitely neurotic by having set up motivational 
conflicts. I would not be at all surprised if these cats 
in which neuroses have been experimentally induced 
would show gastric ulcer after the neuroses have been 
present for several months. 

Summing this whole thing up, I believe that the «lti- 


mate cause of gastric ulcer is a psychosomatic situation. 


Dr. WANGENSTEEN, in closing: As I look at it, there 
are three ways to treat an ulcer: (1) the patient may 
attempt to eat his way out of his trouble (medical 


management) ; some patients become rather heavy doing 
it; (2) you may attempt to talk him out of his diff ulty 
(neuropsychiatric treatment); and (3) surgical man- 
agement. Obviously, the last should be applied only 
when the first two have failed. We are all rather critica] 
over what constitutes adequate indication for operation 
for ulcer. I know of no surgeon who accepts patients 
with duodenal ulcer for operation who have not had 
adequate and well-supervised medical management, 
Surgeons realize that what they must do to rid the 
patient of his ulcer diathesis by surgical means can by 
no stretch of the imagination be called a simple pro- 
cedure. It deprives the patient of three-fourths of his 
stomach and requires an experience on the part of the 
surgeon in the management of situations which are fre- 
quently technically difficult as well as alertness to the 
choice of procedures which are physiologically sound, 
No wonder that surgeons like to have patients come 
for operation for ulcer only when other methods have 
failed! 

It would be proper to inquire, however, in patients 
who are not getting on too well whether the indication 
exists for continued medical treatment. On this score 
up until now, at any rate, it would be fair to say that 
the most likely cause for procrastination on the part of 
physicians in recommending earlier operation for many 
patients who, from the surgeon’s point of view, are good 
candidates for operation, is distrust in the surgeon’s 
ability to cure the ulcer diathesis permanently. Now 
that the requirements of a satisfactory operation for ul- 
cer have been defined and enough time has elapsed to 
know that quite uniformly good as well as lasting re- 
sults follow operation, there is less cause for deferring 
operation on this pretext. The patient with recurring 
pyloric obstruction undoubtedly has a recurring ulcer 
crater and should be offered more permanent relief than 
conservative management affords. The patient with re- 
curring hemorrhage is a particularly good candidate for 
surgery in that a satisfactory operation removes the 
Damocles sword which hangs suspended over the head 
of any patient with a bleeding ulcer. 

With reference to psychiatric treatment of ulcer, I 
can only say that I have seen several patients in whom 
the neurosis cleared up spontaneously after getting rid 
of the ulcer which was threatening the patient with 
emotional ruin. There undoubtedly are patients who can 
be talked out of their difficulty or into feeling better, at 
least temporarily. I think most of us wonder how last- 
ing such cures are. I have heard many a patient say 
quite ruefully after having all dietary strictures lifted 
following his operation for ulcer: “Why have I been 
put off so long?” 

The meeting adjourned. 


Ertinc W. Hansen, M.D. 
Sécretary 





There are 6,653 registered hospitals in the United 
States with a combined capacity of 1,649,254 beds and 
77,134 bassinets, the 1943 census of the American Hos- 
pital Association shows. Hospitals today have 265,427 
more beds than in 1942, or the equivalent of a new 727- 
bed hospital each day of the year. 
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LOUIS EUGENE DAUGHERTY 


Dr. Louis Eugene Daugherty of Saint Paul, Minne- 
sota, died January 10, 1945, at St. Luke’s Hospital. 

He practiced as a physician and surgeon in Saint 
Paul for over thirty-five years and at the time of his 
death was associated with Dr. Harry Oerting at 914 
Lowry Medical Arts Building. 

Louis Daugherty was born in Duluth, Minnesota, 
January 12, 1880, the son of Frank B. and Lucy 
Matile Daugherty. He attended Endion School in Duluth 
and later attended Shattuck Military Academy at Fari- 
bault, Minnesota. Upon completing his course there, he 
entered the University of Minnesota Medical School 
and received his degree in medicine in the year 1904. 

In 1905, he was married to Etta Francis, who survives 
him. He is also survived by two sons serving in the 
armed forces: Lt. Frank B. Daugherty, who is in the 
Navy, and Capt. Louis E. Daugherty, Jr., serving with 
the Marine Corps in the Pacific War theatre. 

Dr. Daugherty was a member of the staff of St. 
Luke’s Hospital, St. Joseph’s Hospital and Children’s 
Hospital. He also served as Chief Surgeon for the 
Omaha Railway over a period of thirty-five years. He 
was a member of the Ramsey County Medical Society, 
the American Medical Association, Minnesota State Med- 
ical Association, Minnesota Academy of Medicine and 
the American College of Surgeons. He was also a 
member of the Saint Paul Rotary Club and the Saint 
Paul Athletic Club. 

Dr. Daugherty had many friends in the profession 
throughout the Northwest with whom he enjoyed his 
vacations fishing and hunting. He will be greatly missed 
by all of us because of his kindly nature, his unobtru- 
siveness and his desire to be of assistance to the young- 
er men coming up. 

The members of the Ramsey County Medical Society 
at this time wish to express their sorrow at his passing, 
and their appreciation of the opportunity’ to have been 
associated with such a fine character—Paut H. KeEtiy 


JOHN LEONARD LEE 


Dr. John Leonard Lee, formerly of Watertown, Min- 
nesota, died in Minneapolis, December 9, 1944, at the 
age of forty-nine. Death was due to coronary occlusion. 

Dr. Lee was born at Elbow Lake, Minnesota, and 
received his elementary and high school education there. 
He studied medicine at Northwestern University, Chi- 
cago, and at the University of Minnesota, where he was 
a member of the Phi Rho Sigma Fraternity. He re- 
ceived his M.D. from the University of Minnesota, and 
was house physician at the Minneapolis General Hospital 
in 1921-1922, later taking postgraduate work in surgery 
at Northwestern University. 

He practiced medicine for a short time at Cavalier, 


(Continued on Page 152) 
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N. D., also at Wahpeton, N. D., before locating perma- 
nently at Watertown. He was an active physician and 
surgeon in Watertown for eighteen years. A heart ail- 
ment forced him to retire from practice. He and his 
family lived in Alexandria, Minnesota, for sixteen 
months prior to his death. 

Dr. Lee was a member of the American Legion 
Eugene Early Post No. 121, Watertown Lodge No. 50 
A. F. & A. M., Scottish Rite and Zuhrah Temple of 
Minneapolis, Wright County Medical Society, the Minne- 
sota State and American Medical Associations. 

Dr. Lee is survived by his wife, daughter Barbara, 
son John, three sisters, and one brother. 


PETER KRAFT 

Dr. Peter Kraft, located at Duluth for the past fifty- 
one years, died at his home January 12, 1945, following 
a lingering illness. 

Dr. Kraft was born in Oppan, Germany, January 2, 
1866.. He received his preliminary education at the 
gymnasium at Mannheim and later at Neustadt. His 
medical degree was obtained from the University of 
Munich in 1892. He took postgraduate study at Munich 
in 1904. 

He was a member of the Palestine Masonic lodge, the 
Scottish Rites bodies, AAD temple of the Shrine, the 
Interurban Medical Society, the St. Louis County Med- 
ical Society and the Minnesota State and American 
Medical Associations. 

Surviving are a daughter, Eleanore Kraft of Duluth, 
and a stepson, Fred Gaus of New York City. 


WILLIAM L. MENG 

Dr. William L. Meng, a member of the Fergus Falls 
State Hospital staff, died on January 9, 1945. 

Dr. Meng was born at Freeberg, Illinois, on July 1, 
1879. He first came to Fergus Falls August 1, 1913, 
as a member of the State Hospital staff. He moved 
to Belleview, Illinois, and from there entered the serv- 
ice, going overseas with the Jefferson Base Hospital 
Unit. In 1921 he returned to Fergus Falls as a member 
of the State Hospital staff. After six years he entered 
the Veterans Administration, serving at Marion, Indiana, 
and at Perry Point, Maryland. 

In September, 1911, Dr. Meng married Dr. Eleanor 
Lovejoy of De Valls Bluff, Arkansas. Although they 
had retired, they both returned in May, 1943, to assist 
on the staff of the Fergus Falls hospital due to the 
shortage of physicians. 

One son, William, died in 1913. Besides his wife, Dr. 
Meng is survived by his other son, Lieutenant Ralph 
H. Meng, now stationed at Fort Leavenworth, Kansas. 


CHARLES PETER SIGERFOOS 
Charles Peter Sigerfoos, Ph.D., for thirty-eight years 
a teacher of zoology at the University of Minnesota, 
died at Arcanum, Ohio, November 26, 1944, at the age 
of seventy-nine. 
Dr. Sigerfoos was one of the most popular teachers 
ever to serve on the faculty of the University, and medi- 
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IN MEMORIAM 


cal students of many classes as well as those in other 
departments of the University caught some of his en- 
thusiasm for zoology. He had a marvelous memory and 
prided himself on his ability to recall the name of any 
student he had taught during his long period at the 
University. 


ERNEST Z. WANOUS 


Dr. Ernest Z. Wanous, Minneapolis, died January 5, 
1945, at the age of sixty-nine. 


Dr. Wanous was born January 24, 1875, in McLeod 
County, Minnesota. He attended Glencoe High School 
and obtained his medical degree from the University of 
Minnesota Medical School in 1897. 


He acted as assistant superintendent of the Minne- 
apolis General Hospital, and later as assistant superin- 
tendent of the State Hospital in Rochester, Minnesota. 
After taking some postgraduate work at Baltimore, New 
York, and Rochester, he moved in 1901 to Minneapolis, 
where he had ‘since practiced surgery, gynecology and 
obstetrics, sharing offices with his brother, Dr. Edwin 
F. Wanous, a dentist. 


Dr. Wanous was a member of the Hennepin County 
Medical Society, the Minnesota State and American 
Medical Associations, and of Masonic Lodge No. 19. 
Besides his brother he is survived by a sister, Mrs. Ger- 
trude Allen of Minneapolis. 


LLOYD H. ZIEGLER 


Dr. Lloyd H. Ziegler, a medical director for the past 
eight years of the Milwaukee Sanatorium at Wauwatosa, 
died suddenly on January 8, 1945. 


Born June 1, 1892, at Bippus, Indiana, Dr. Ziegler 
received his A.B. degree in 1914 from Valparaiso Uni- 
versity, and his A.M. in 1916 from Indiana University, 
where he was an assistant in psychology from 1914 to 
1917. He obtained his M.D. degree in 1914 following 
study at the University of Minnesota and Indiana 
University Medical Schools. 


He served at various times as assistant clinical direc- 
tor of Government Hospital No. 37 at Waukesha, Wis- 
consin, as assistant in psychiatry at the Henry Phipps 
Psychiatric Clinic, Johns Hopkins Hospital, fellow in 
Medicine at the Mayo Foundation, associate professor 
at the University of Colorado, associate in neurology at 
the Mayo Clinic, professor of neurology and psychiatry 
at Albany Medical College. 


Dr. Ziegler was a member of the board of directors 
of the American Board of Psychiatry and Neurology, 
a member of the American Psychiatric Association, the 
Minnesota Society of Neurology and Psychiatry, and nu- 
merous other national societies. He was also a member 
of Phi Beta Kappa, Sigma Xi and Alpha Omega 
Alpha. 


His wife, whom he married in 1918, survives. There 
are no children. 
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Philippine Islands 
Dec. 27, 1944 
Dear Dr. Tuohy: 


I received your letter today—indeed a wonderful Christ- 
mas present. Our mail has been coming through very 
sporadically and in minute quantities. We are up in the 
mts. trying to ferret the Japs out of their prepared po- 
sitions. Everything has to be brought up by human pack 
trains, and though mail has a high priority, the “brass” 
keeps sending up rations and ammo and “to hell with 
the mail.” It is easy to see their logic but it is a little 
hard on the men’s morale. 

We expect to have this island completely secured 
in the near future, as we have the Japs pretty well cut 
off from their supplies. The Japs are really tenacious 
however and never give up. If they are not killed by 
our firing and the situation becomes hopeless they usual- 
ly commit hari-kari with hand grenades. The wounded 
also eliminate themselves in this manner. The Jap medi- 
cal facilities in the units we have fought have been very 
meager. We have found several dead Japs who have 
died after having had front-line medical attention. Their 
splints, litters, dressings, etc., are very poor and few in 
number. We have captured some of their plasma, too. 
Their unit of plasma is one-half the size of ours. We 
have never found any rubber tubing, etc., to indicate that 
they use it. They must reserve its use to special cases, 
probably their officers. 

The problem of evacuation of litter cases from the 
mts. is really tremendous. My hat goes off to the litter- 
bearers. They have one of the toughest jobs in 
the Army. Only small trails traverse the jungle covering 
these rugged mts. Oftentimes it is necessary to use a 
machete to make the trail sufficiently wide to allow a 
litter squad to pass. It takes 6-7 hrs. for a 16-man litter 
squad to go a distance of about 2 miles. A litter pa- 
tient doesn’t reach a hospital installation for about 30 
hrs. Belly wounds seldom reach the hospital. This is a 
poor place to get seriously wounded. Personally I am 
going to keep my head down and hope. If I have to 
get wounded I hope I get out of the mts. first. 

We were relieved yesterday so we will not have to 
bear the brunt of the fighting for awhile. I have a job 
on my hands, however, trying to delouse the entire bat- 
talion. It seems that during wars the armies are uni- 
versally bothered by “seam-squirrels.” I didn’t expect to 
find them down here in this climate, but we have them 
in abundance. I am having some delousing bags sent up 
which use methyl-bromide as the insecticide. I have 
never used them before, but I surely hope they work. 
I am getting tired of scratching. 

I am receiving a liberal training in tropical medicine 
here that I don’t expect to have much use for when I 
get back to the States. So far I have been lucky and 
have not contracted any of the tropical diseases which 
are so prevalent. We have had very few cases of ma- 
laria, for which I am thankful. Our scourge is dysen- 
tery of various types. Most of it is bacillary but I have 
seen several proven cases of amebiasis, hookworm and 
schistosomiasis. Fungus infections and indolent tropical 
ulcers are forever present and are very difficult to treat. 
We had dengue fever go through the Bn. shortly after 
we hit the island, but so far our temporary immunity has 
prevented recurrences. 

I surely am going to go back to school when I get 
out of the Army. I will have forgotten everything I 
ever knew by the time I am discharged. I haven’t seen 
a JOURNAL or any other medical literature for about a 
year. In that respect the Army is really deficient. | 
would like to take a residency or a fellowship in sur- 
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gery but I have no idea where I should go. I have a 
master’s degree in Anatomy that I could use as a minor 
towards a Ph.D., but I don’t know whether I can afford 
to spend that much more time in school. I would greatly 
appreciate your advice. I think all the recent medical 
graduates, as well as some of the older men, are going 
to require at least refresher courses, to adequately prac- 
tice medicine after we get out of the armed services. It 
really is going to take a lot of work to plan courses, 
etc, to accommodate all of us. 

When I get a chance I will send you some more Jap 
souveniers. At the present time transportation facilities 
are so congested that they will not allow it. As far as 
the “smell” is concerned, all Jap clothing, personal ef- 
fects, et cetera, smell the same. I haven’t figured out 
what it comes from but it may be something the equiv- 
lent to our moth balls. 

I must close this letter before it becomes too volumi- 
nous. Greetings to all. 

(Signed) Howarp FryKMAN 


Note: Lt. Howard Frykman graduated from the Uni- 
versity of Minnesota Medical School in March, 1943, 
and interned at St. Mary’s Hospital, Duluth, before en- 
tering the Army in December, 1943. 


EXPANSION OF MEDICAL SCHOOL POSTGRADUATE 
INSTRUCTION 


(Continued from Page 141) 


months’ basis and intensive refresher courses of a 
minimum of three months for small groups. 
These courses will consist of lectures, bedside 
clinics, round-table discussions, and ward rounds. 

Such an expansion will require additional funds. 
At present only ten fellowships are provided for, 
and because of the war these are not filled. It is 
hoped that the necessary funds will be available. 
As members of the Medical Corps are discharged 
and seek to avail themselves of the postgraduate 
training, every effort will be made to add to the 
teaching personnel and organize the courses. This 
will necessarily be a gradual process depending 
on the rapidity with which the medical officers 
are discharged. 
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25 YEARS 


OF STEADY PROGRESS 


For over twenty-five years the name, 
Northwestern Artificial Limb Company, 
has signified dependability to users of arti- 
ficial limbs . . . the kind of dependability 
that comes with expert craftsmanship and 
careful fitting. 

Moving rapidly forward in the field of re- 
habilitation, the Telex Products Company 
added the Northwestern Artificial Limb 
Division to their expanding organization. 
At the same time Telex has made a unique 
additon to the industry. . . a new scientific 
Rehabilitation Center. 

We invite you to visit and to carefully 
inspect this new center at 12 Washington 
Avenue North in Minneapolis where pros- 
thetics are not only constructed and fitted, 
but the individual is given complete in- 
structions in their use. 
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39% INCREASE DURING PAST 
YEAR IN PRESCRIPTIONS FOR 


SPENCER SUPPORTS 


To Aid Treatment of 


LOW-BACK PAIN 


An _ evereincreasing 
number of doctors 
are discovering the 
efficiency of Spencer 
Supports designed in- 
dividually for patients 
with low-back pain. 


This is because each 
Spencer Support is 
especially designed 
for the patient to at- 
tain the specific re- 
sult the doctor de- 
sires. 


When Doctor Desires 
to Inhibit Movement 
of a Part 


a Spencer is created 
to immobilize the 
part — and also im- 
Spencer Spinal Support de- prove posture. There- 
signed for this woman to in lies the value of 
provide sigid engpert. individually designed 
supports as compared to ordinary supports. 


The degree of firmness in any Spencer Sup- 
port is governed by the doctor. When rigid 
support is desired, rigidity is provided. Spen- 
cer Supports to provide rigidity are often used 
instead of a brace because they efficiently ac- 
complish the purpose and provide comfort 
and satisfaction to the patient. 





Spencer Supports are never sold in stores. For a Spencer 
Specialist, look in telephone book under Spencer corse- 


tiere or write direct to us. 
INDIVIDUALLY 


SPENCE DESIGNED 


Abdominal, Back and Breast Supports 
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SPENCER INCORPORATED, 
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In Canada: Rock Island, Quebec, Send You 

In England: Spencer (Banbury) Ltd., Banbury, Oxon. Booklet? 
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MEDICAL BROADCAST FOR FEBRUARY 


Feb. 3— 9:15A.M. WCCO Social Hygiene 
Feb. 3—11:30A.M. WLB-KROC Medicine in the News 
Feb. 7—11:30A.M. WLB Your Weight and You 
Feb. 10— 9:15A.M. WCCO *Tuberclosis—Cause and 
Recognition 
Feb. 10—11:30 A.M. WLB-KROC Medicine in the News 
Feb. 14—11:00 A.M. WLB Disorders of Teeth and 
ums 
Feb. 17— 9:15A.M. WCCO *Tubecculosis—Treatment 
and Results 
Feb. 17—11:30 A.M. WLB-KROC Medicine in the News 
Feb. 21—11:00 A.M. WLB Care of the Teeth 
Feb. 24— 9:15A.M. WCCO Stomatitis 
Feb. 24—11:30 A.M. WLB-KROC Medicine in the News 
Feb. 26— 4:15 P.M. WCCO Your Hospital jin Wartime 
Feb. 28—11:00 A.M. WLB Diseased Tonsils and Ade. 
noids 
*Keyed with subject of the month—Minnesota State Medical 
Association Packet of Information for Members. 
x * * 


REFRESHER COURSE 


The College of Medicine, University of Illinois, an- 
nounces the fifth semi-annual refresher course in lar- 
yngology, rhinology and otology for the week of March 
26 to 31 inclusive. While some clinical instruction will 
be included, the course is mainly didactic and de- 
signed primarily for ear, nose and throat specialists. 
Registration is limited to thirty and the fee is $50.00. 
Applications should include detailed information con- 
cerning school, graduation, training and experience. Ad- 
dress Dr. A. R. Hollender, Chairman, Refresher Course, 
Department of Otolaryngology, University of Illinois, 
College of Medicine, 1853 West Polk Street, Chicago 
12, Illinois. 


* * * 


RED RIVER MEDICAL SOCIETY 


The Red River Medical Society elected Dr. John H. 
Cameron, of Erskine, president of the organization at 
the annual meeting in December. Dr. C. H. Holstrom 
was the retiring president. Dr. O. K. Behr, of Crooks- 
ton, was made vice president; and Dr. C. L. Oppe- 
gaard, also of Crookston, was re-elected secretary- 
treasurer. Two sound movies, “Inguinal Hernioplasty” 
and “Asphyxia Neonatorum” were features of the pro- 
gram. 





Complete Optical Service 
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DISPENSING 
CONTACT LENSES 
EYE PHOTOGRAPHY 


N. P. Benson Optical Co., Inc. 


Established 1913 
Main Office and Laboratory, Minneapolis, Minn. 
— BRANCH LABORATORIES — 


Aberdeen - Duluth - £Eau Claire - Winona 
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+ Of General Interest + 





Dr. F. T. Sorum has installed a late model shock- 
proof x-ray machine in his offices in Jasper. 


x * * 


Dr. and Mrs. H. L. Lamb have closed their home 
in Little Falls and gone to Tucson, Arizona, where 
they expect to remain permanently. 


ee “« « 


The title of officer of the Order of Boyaca has been 
conferred on Dr. Howard R. Hartmen, Mayo Clinic, by 
President Alfonso Lopez, of Columbia. 

* * * 


Dr. R. S. Hegge was named successor to Dr. J. Mor- 
row as health officer for Mower County by the county 
commissioners at their meeting in Austin the early part 
of January. 

: * * * 

The staff of Eitel Hospital, Minneapolis, has elected 
Dr. William R. Jones, chief of staff. Dr. Alton Olson 
was made Dr. Jones’ assistant, and Dr. Leo Culligan, 
secretary-treasurer. 

x * * 

Dr. George G. Stillwell, Jr., Mayo Clinic, attended 
sessions of the American Society of Tropical Medicine 
held in conjunction with the meeting of the Southern 
Medical Association in St. Louis. 

* *k * 


Lake County Board of Commissioners, meeting in 
Two Harbors, appointed Dr. L. M. Hammar, county 
physician and Dr. R. F. Mueller, health officer. Both 
appointments are for the year 1945. 

* * * 


In compliance with a request from the War Com- 
mittee on Conventions, The Institute of Medicine of 
Chicago has cancelled its Midwest Conference on Re- 
habilitation announced for February 12. 

* * * 


Dr. R. K. Ghormley, of the Mayo Clinic, made an 
observation tour of army hospitals in Texas from De- 
cember 4 to 14. In addition to addressing staff meet- 
ings, Dr. Ghormley conducted seminars and conferences. 

x *k x 

Dr. Oscar A. Billeter, formerly associated with Dr. 
Claire L. Straith at Detroit, Michigan, ,has moved to 
Minneapolis to be associated with Dr. Carl W. Waldron, 
537 Medical Arts Building, in plastic and reconstructive 
surgery. 

x * * 

Dr. C. T. McEnaney, physician and surgeon (Captain 
McEnaney in military circles) has been honorably dis- 
charged after twenty-seven months of service, most of 
the time in England. Dr. McEnaney, who opened offices 
in Owatonna in 1931, has resumed his practice there. 

x * & 


The Board of Trustees, Meharry Medical College, 
have announced the following appointments, effective 
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January 1, 1945: Dr. M. Don Clawson, president, suc- 
ceeding Dr. Edward L. Turner, and Dr. Murray C-. 
Brown, director of medical education. 


ee 2 


The hospital association of St. Andrews’ Hospital, 
Minneapolis, elected Dr. I. A. Preine chief of staff at 
their annual meeting in January, Dr. C. N. Borman 
was made vice president of staff, and Dr. Laurence 
Cady, secretary-treasurer. Dr. Preine was aiso chosen 
as secretary-treasurer of the board of directors. 


*<¢ @ 


Dr. Henry Pinkerton, Professor of Pathology, Uni- 
versity of St. Louis, was the speaker at the meeting 
of the Minnesota Pathological Society in the Medical 
Science Amphitheater, University of Minnesota, on Jan- 
uary 16. Dr. Pinkerton’s subject was “The Rickettsial 
Diseases.” 

* * oe 

Dr. P. G. Hoeper was elected chairman of the staff 
of Immanuel Hospital in Mankato at the annual meet- 
ing on December 28, 1944. Dr. Roger Hassett was 
made vice chairman, and Dr. G. R. Fugina, secretary. 
The business of the evening was preceded by a turkey 
dinner. 

* * + 

Captain Erhard E. Zemke, who has been on active 
duty with the Army Medical Corps since October 21, 
1942, has been returned to civilian status because of 
permanent physical disability. After completion of a 
postgraduate course at the University of Minnesota, 
Dr. Zemke will resume his practice in Fairmont. 

x ok * 

“Progress in Conquest of Pain by Anesthesiology” 
was the subject of the paper presented by Dr. John S. 
Lundy, of the Mayo Clinic, at the Sixth Annual Sci- 
entific Award Ceremony of the American Pharmaceu- 
tical Manufacturers’ Association in New York in De- 
cember. 

x * x 

Friends and colleagues of Dr. Rigler, Professor and 
Head of the Department of Radiology, have endowed 
an annual lectureship at the Minnesota University, which 
is to be known as the “Leo G. Rigler Lectureship in 
Radiology.” The gift has been made in token of their 
esteem and appreciation for Dr. Rigler’s contribution 
to the teaching and practice of medicine. 

x * * 

Dr. Byron B. Cochrane, an assistant to Dr. E. K. 
Bowles at the Mesaba Clinic in 1939 and 1940, has been 
promoted to Lieutenant Colonel by the U. S. Army in 
recognition of “meritorious service in connection with 
military operations against the enemy from January 
30 to February 8, 1944.” 

Dr. Cochrane, whose home is in Saint Paul, graduat- 
ed from the University of Minnesota Medical School 
in 1938. 
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OF GENERAL INTEREST 


Dr. William C. Rose, professor of biochemistry, Uni- 
versity of Illinois, presented the annual Elias Potter 
Lyon Lecture at the University of Minnesota on Jan- 
uary 18, 1945. Dr. Rose’s subject was “The Amino 
Requirements of Man.” The lectureship, which is a 
memorial to Dr. Elias Potter Lyon, dean of the Medical 
School from 1913 to 1935, was established in 1937. 

“ee « 

The Medical and Surgical Division of the U. S. 
Treasury’s Office of Surplus Property offers for sale 
27,900,000 3x5 inch sterilized cotton-filled gauze pads 
with cotton ties, each package containing four safety 
pins and 500,000 larger pads measuring 5x6 inches. 
Those interested should contact the nearest regional 
Office of Treasury Procurement at Chicago, Illinois. 

* * * 

Dr. Charles F. Code, of the Section on Clinical Phy- 
siology of the Mayo Foundation at Rochester was 
awarded the second prize of the Marcelle Award for 
his studies of the role of histamine in the production 
of anaphylactic and allergic reactions. The first prize 
went to Dr. Mary Loveless of New York City. The 
prize was awarded by Marcelle Cosmetics, Inc. 

cs * * 


Dr. F. H. Krusen, Mayo Clinic, presented a paper on 
“Recent Developments in Physical Medicine” at the 
meeting of the Southern Medical Association in St. Louis. 
During the same week Dr. Krusen addressed the Na- 
tional Federation of Women’s Clubs at Madison Square 
Garden in New York on “Physical Medicine and Re- 
habilitation.” 





Drs. Harrington and Meyerding, of the Mayo Clinic, 
gave addresses at the meeting of the Western Sureica] 
Association held in Chicago. Dr. Meyerding’s subject 
was “Chronic Sclerosing Osteitis,’” and Dr. Harring- 
ton’s was “Pulsion Diverticulum of the Hypopharynx 
at the Pharyngo-esophageal Junction: Surgical Treat- 
ment of 140 Cases.” 

* * * 

Major John H. Grindlay, chief of professional medical 
services at McGuire General Hospital, Richmond, Vir- 
ginia, has been awarded the Bronze Star Meda! for 
meritorious service while serving under General Still- 
well on the historic march from Burma to India. The 
presentation was made by Colonel P. E. Duggins, com- 
manding officer. Major Grindlay is a former fellow 
in surgery, Mayo Foundation. 

* * * 

Announcement has been made of the establishment of 
the “J. B. Johnston Lectureship in Neurology” at the 
University of Minnesota. The founder is Mr. John- 
ston’s widow, Mrs. J. B. Johnston, of Los Altos, Cali- 
fornia. 

Dr. Johnston was Professor of Comparative Neurol- 
ogy in the Medical School from 1908 to 1915, and Dean 
of the College of Science, Literature and Arts from 1916 
to 1937. Presentation of this lecture by outstanding 
neurologists is anticipated. 

* * * 

Creation of the “Frederick B. Wells, Jr., Trust Fund,” 
established for the support of investigation and better 
treatment of dementia praecox and allied conditions, has 





REST HOSPITAL 


A quiet, ethical hospital with therapeutic facilities 
for the diagnosis, care and treatment of Nervous 
and Medical cases. Invites codperation of all 
reputable physicians who may supervise the treat- 
ment of their patients. 


PSYCHIATRISTS IN CHARGE 
Dr. Hewitt B. Hannah 
Dr. Joel C. Hultkrans 


2527 2nd Ave. S., Minneapolis, Phone At. 7369 














The Birches Sanitarium, Ine. 


A hospital for the care and treatment of 
Nervous and Mental disorders. Quiet, cheer- 
ful environment. Specially trained personnel. 
Recreational and occupational therapy. 


L. R. Gowan, M.D. 


2391 Woodland Avenue 
Duluth, Minnesota 


Psychiatrists in Charge 
B. B. Young, M.D. 
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been unanimously approved by the Minnesota University 
Board of Regents. Income from the fund will be paid 
to the University in perpetuity in the amount of ap- 
proximately $2,400 annually. Expenditures are to be 
made at the discretion of the Dean of the Medical 
School and the Head of the Department of Neuropsy- 


chiatry. - - ~ 


St. Joseph’s Hospital staff, Brainerd, elected officers 
for the year at the annual dinner meeting on January 11. 
Dr. M. P.. Gerber was made chief of staff, succeeding 
Dr. John Thabes, Jr. Dr. O. E. Hubbard is the new 
vice chief and Dr. V. E. Quanstrom, secretary-treasurer. 
The banquet, which was given by the Sisters of the 
Order of St. Benedict, was attended by twenty doctors. 
Speakers of the evening included Dr. M. G. Gillespie 
and Dr. F. Hirschboeck, both of Duluth. Dr. G. L. 
Berdez, also of Duluth, was one of the special guests. 
x *k * 

Captain Thomas B. McGath, MC, USNR, who has 
been on active duty since June, 1940, has been appointed 
to the recently created board designed to select naval 
reserve officers for transfer to the regular Navy. The 
board, consisting of nineteen members, is headed by 
Rear Admiral Laurence T. Dubose. Captain McGath 
has served in Cuba, China, Australia, South and Cen- 
tral Pacific. Hereafter Captain McGath will be sta- 
tioned in Washington, D. C. 

x * * 

Dr. P. E. Hermanson, of Hendricks, discussed “The 
Community Hospital” at a recent luncheon meeting of 
the Rotary Club in Marshall, which was also. attended 
by the city’s Postwar Planning Commission, the Civic 
and Commercial Association and the Junior Chamber 
of Commerce. Dr. Hermanson is particularly quali- 
fied to present this subject since the Hendrick’s Com- 
munity Hospital has been in successful operation since 
1925. 

x * * 

Dr. P. F. Eckman was elected chief of staff of the 
Miller Memorial Hospital in Duluth, at the staff dinner 
on January 8. Other officers elected at this time were: 
Dr. A. L. Abraham, vice chief of staff; Dr. A. J. 
Spang, secretary-treasurer; Dr. Mario Fischer and Dr. 
R. J. Moe, members of the executive committee. Dr. 
Moe is the retiring chief of staff. The meeting was 
addressed by Joseph H. Jordan, Northern Minnesota 
chairman of the Committee for Economic Development, 
who spoke on postwar planning. 

x * * 

Dr. A. J. Henderson, who has been practicing in 
Kiester for the past twenty-five years, has opened of- 
fices in the McNerney Building in North Saint Paul. 
Dr. Henderson received his degree from the University 
of Illinois Medical School in 1919 and interned at 
the Swedish Hospital in Minneapolis. He is a mem- 
ber of the Blue Earth Valley Medical Society, the 
Minnesota State Medical Association, and the American 
Medical Association. 

x * * 

Staff members of Loretto and Union hospitals, New 
Ulm, elected their officers for the coming year at their 
annual meetings on January 11. Dr. Theodore R. 
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OF GENERAL INTEREST 


Fritsche was chosen president of Loretto Hospital. Dr. 
H. A. Vogel is the new vice president and Dr. O. B. 
Fesenmaier, secretary. For Union Hospital the follow- 
ing officers were elected: president, Dr. Theodore R. 
Fritsche; vice president, Dr. O. B. Fesenmaier, and 
secretary, Dr. J. H. Vogel. 

* * * 

Dr. Charles Germo, of Balaton, has been presented 
with a book of more than one hundred letters of: ap- 
preciation for his devoted service to his community 
over a period of almost fifty years. Compilation of 
the book, which is handsomely bound in leather, was 
under the direction of the Balaton Community Club. 
Excepting the period when he was in service during 
World War I, Dr. Germo has been in continuous prac- 
tice in Balaton since September 1, 1895. Both his sons, 
Willard and .Severt, are now serving in the armed 


forces. a 


Dr. Charles R. Drake is one of a committee of five 
appointed to take action on the proposed conversion 
of the Motley School in Minneapolis—now closed — 
into a heart hospital for children. Fifty thousand dol- 
lars has been offered for the building by the Variety 
Club, an organization of men in. the entertainment 
field, with the intention of deeding it to the university 
with the proviso that it be used for the aforenamed 
purpose. Drs. C. J. Watson and W. W. Spink, of the 
University Medical School, who have approved the 
proposal, stated that they believed the movement might 
eventuate in one of the finest heart hospitals in the 
country. 
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The Minneapolis Academy of Medicine celebrated jts 
twenty-fifth anniversary on January 15 with a 
meeting at The Leamington. 

Captain Donald McCarthy, chief of medicine, Great 
Lakes Naval Training Hospital, a former member of the 
Academy, discussed “Penicillin Therapy of Meningo- 
coccic Meningitis.” Captain McCarthy, the highest 
ranking naval medical officer from Minneapolis, has 
had nearly two years of sea duty in both the Atlantic 
and Pacific. Thirteen other members of the Academy 
are also in military service. 


linner 


Dr. Ernest R. Anderson is president of the organiza- 
tion; Dr. Jay C. Davis, vice president; Dr. Cyrus 0. 
Hansen, secretary; and Dr. Thomas J. Kinsella, treas- 
urer. 

se «© 

Captain Bradley C. Brownson, flight surgeon of a 
medium bombardment squadron in the Central Pacific 
area, has been awarded the Air Medal. The citation 
reads: “* * * for voluntary and meritorius participa- 
tion in six combat sorties over heavily-defended enemy 
bases during the period of January 17, 1944, to April 
6, 1944, in order to study reaction of crews to danger 
and the fatigue factors involved.” 

Lieutenant General Millard F. Harmon, commanding 
general of the Army Air Forces, Pacific area, and 
Colonel J. R. Anderson, chief of staff, conducted the 
presentation ceremonies at a base of the 7th Army 
Air Force in the Hawaiian Islands. Captain Brownson 
was formerly a fellow in surgery at the Mayo Founda- 
tion. 
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COUNCIL ACCEPTED 


For the Failing Heart of Middle Life 


Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 


relief is obtained, continue with smaller doses to keep 
the patient comfortable. Theocalcin strengthens heart 


Brand of theobromine-caicium salicylate, 
Trade Mark reg. U. S. Pat. Off. 
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Under the heading, “A Tribute to Dr. Hyer,” the 
following resolution was published in the Bulletin of 
the Columbus Academy of Medicine, December, 1944: 

***BE IT RESOLVED, by the Ross County Academy of 
Medicine, that in the death of Dr. Carl A. Hyer, Colum- 
bus physician for more than twenty years, the profes- 
sion has lost a most valued member. 

AND BE IT STATED, that on October 5, 1944, eight days 
before his death, Dr. Hyer gave a most masterful ad- 
dress before our society upon the subject, “Cirrhosis 
of the Liver,” from the suffering of which disease Dr. 
Hyer gave much relief to mankind. 

AND BE IT FURTHER RESOLVED, that copies of this reso- 
lution be sent the son, David, the secretary of the 
Columbus Academy of Medicine for reading before that 
Academy, and to the editor of the Ohio State Medical 
Journal for entry upon the pages of that publication. 

Dr. Hyer was born at Bloomingburg, Ohio, on October 
28, 1891. He received a B.S. degree from Ohio Wes- 
leyan University in 1913 and an M.D. from Ohio State 
in 1920. He interned at Columbus Hospital from May, 
1920, to June, 1921, and he was a fellow in medicine 
at the Mayo Foundation from June, 1921, to June, 1924, 
when he entered general practice in Columbus, Ohio. 

* * * 

Although it is believed that most of the financing of 
the proposed Mayo Memorial will be assumed by citi- 
zens of Minnesota eager to honor their beloved “country 
doctors,” the committee intends publicizing the move- 
ment nationally and, insofar as the war permits, inter- 
nationally, so that every one who has benefited by the 
notable contributions of the Doctors Mayo to medical 
science may have the privilege of being represented. 

The Memorial, a twelve-story building costing ap- 
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proximately $2,000,000, which will be used as a center 
of medical research, teaching and administration, will 
be located in the quadrangle of the University Hospitals 
on the University of Minnesota medical campus. 

Dr. Donald J. Cowling, chairman of the committee, 
stated that numerous other suggestions were carefully 
weighed before reaching the decision that nothing could 
be more suitable to the memory of the Mayo brothers 
than a research center located at the university to which 
both had devoted so much time, interest and money. 


* * * 


Dr. and Mrs. D. Kalinoff of Stillwater left in Jan- 
uary to spend the remainder of the winter in Arizona. 
* * * 

According to the University of Minnesota Bulletin 
in the year ended June 30, 1944, there were 12,633 
collegiate students, 23,806 noncollegiate, and 11,503 ex- 
tension students in attendance, compared with 21,688 
collegiate, 15,730 noncollegiate, and 10,900 extension 

students in the year ended June 30, 1941. 
x * * 

Lt. Com. Emmet Robert Samson recently returned to 
Stillwater for a brief visit prior to his marriage to Lil- 
lian Anderson, of Stillwater, at Rice Lake, Wisconsin, 
January 13, 1945. Dr. Samson entered active service 
with the United States Naval Reserve April 5, 1943, at 
San Diego, and has seen active service in the Pacific 
from Guadalcanal to Luzon. His father died recently 
at Cameron, Wisconsin. Dr. Samson, accompanied by his 
bride, reported to Cornwallis, Oregon, January 22, for 
further orders. 
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$5,000.00 accidental death $32.00 
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ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 





42 years under the same management 


$2.600,000.00 INVESTED ASSETS 
$12,000,000.00 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for protection 
of our members. 


Disability need not be incurred in line of duty—benefits 
from the beginning day of disability. 


86c out of each $1.00 gross income 
used for members’ benefit 


PHYSICIANS CASUALTY ASSOCIATION 


PHYSICIANS HEALTH ASSOCIATION 
400 First National Bank Building OMAHA 2, NEBR. 








Cook County 
Graduate School of Medicine 


(In Affiliation with Cook County Hospital) 
Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two-week Intensive Course in Surafent 
Technique, starting February 12, and a 
weeks during the year. One-week Course Lenery 
of Colon and Rectum, February 19 and April 16. 
20-hour Course in Surgical Anatomy, March 26. 


anne a a le “ee Intensive Course, Febru- 
ary 26 and April 2 


OBSTETRICS two-week Intensive Course, February 
12 and April 9 


ANESTHESIA—Two-week Course, Regional, Intrave- 
nous and Caudal Anesthesia. 


ROENTGENOLOGY—Courses in X-ray Interpretation, 
Fluoroscopy, Deep X-ray Therapy every week. 


UROLOGY—Two-week Course and One-month Course 
every two weeks. 


CYSESCCOPE—Ten- dey Practice Course every two 
weeks. 


General, Intensive and Special Courses in All Branches 
of Medicine, Surgery and the Specialties. 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: 
Registrar, 427 S. Honore St., Chicago 12, Ill. 























Cancellations 


Because of the transportation crisis, the American Col- 
lege of Surgeons has announced the indefinite deferment 
of the 1945 series of War Sessions, four of which had 
been scheduled for February. 


, a Zz. 
Chicago Clinical Conference Cancelled 


The Annual Clinical Conference sponsored by the 
Chicago Medical Society, which was to have been held 
at the Palmer House in Chicago on February 27 to 
March. 1, inclusive, has been cancelled because of the 
governmental ban on conventions, 


*x* * * 
Graduate Training in Physical Medicine 


The Regents of the University of Minnesota recently 
accepted a special gift of $40,000 from the Baruch Com- 
mittee on Physical Medicine for the support of graduate 
training in this important and rapidly expanding field. 
For a number of years a course for the training of 
physical therapy technicians has been conducted by the 
Medical School and a similar course for the training of 
occupational therapy technicians is under consideration. 
The grant from the Baruch Committee will supplement 
the training program for technicians and will be used 
to provide certain additions to the teaching staff and 
fellowships for physicians to be trained as specialists, 
with special emphasis on teaching and investigation, in 
this field. This program will be closely integrated with 
the research program in physical medicine which is be- 
ing supported by a five-year grant from the National 
Foundation for Infantile Paralysis. 


* * * 


Gift for Cancer Research 


Mrs. George Chase Christian, President of the Citi- 
zens Aid Society, recently announced distribution of the 
remaining capital assets of that Society which for thir- 
ty years has supported various cultural, educational and 
welfare activities in Minneapolis. Cancer has been one 
of the special interests of this Society since 1924 when 
the trustees provided funds for the construction of the 
Cancer Institute addition to the University Hospital. 
This institute is a memorial to Mr. George Chase Chris- 
tian, the son of Mr. Henry Christian who established 
and endowed the Citizens Aid Society. Since the con- 
struction of the Cancer Institute, additional grants 
have been made to the Medical School from time to 
time for special equipment and for the support of edu- 
cational work and research in the field of cancer. In 
the final distribution of the assets of the Citizens Aid 
Society, the trustees set aside funds in the amount of 
approximately $16,000 for the completion of several re- 
search projects of the Medical School which they had 
agreed to support and in addition set up a trust fund 
to provide $12,000 annually for a period of ten years 
for the support of the work of the Cancer Institute. 
This fund will be utilized for research and educational 
work in cancer. 
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